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What It Means to Become a Charter Member in NLN 
Through Your 1952 Membership in NOPHN 


D. MEMBERS of Nopun have a real 
voice as charter members of the National 
League for Nursing when it is the members of 
NLNE, not NopHN, who legally vote on the 
proposed bylaws of the NLN?” This question 
was asked recently by a number of our new 
1952 nurse members—among whom are ap- 
proximately one hundred private duty and 
general duty nurses—who joined Nopun this 
year so that they might become charter mem- 
bers of NLN. We are answering their question 
in this open letter to all our members. 
First, we cannot say too emphatically that 
all members of NopHN have an equal stake 
with the NLNE members in the new National 
League for Nursing. This is true of AAIN 
and Acsn members also. It is because the 
National League of Nursing Education was 
chosen to become the legal nucleus for Nin 
that its members have the responsibility for 
voting on the proposed NLw articies of in- 
corporation and bylaws. But this is actually 
the only step regarding Nin that the NLNE 
members take alone. All other NLN business 
will be held until Friday morning, June 20, 
when the other memberships involved will 
have had a chance to vote on becoming part 
of NiN and to join in the work to be done. 
NopuN members will be discussing the pro- 
posed bylaws for NLN at their meeting on 
Monday afternoon, June 16. If they wish 
to make any recommendations about the by- 
laws at this meeting they can send these imme- 
diately with a request for action to the NLNE 
voting body which will be meeting concurrent- 


ly and on through Wednesday, if necessary. If 
by any chance NopHN members feel they 
cannot accept the action on the bylaws taken 
by the members of the NLNE by Wednesday 
evening, negotiation will still be possible, and 
if this does not result in agreement NoPpHN 
members can choose to vote against dissolution 
at our business meeting to be held Thursday 
morning, June 19. The other memberships 
involved can take similar action. From June 
19, 1952 on, members of all organizations com- 
bining to form the Nin will have the same 
rights and responsibilities. 

However, the important point to remember 
is that it actually will take about one year to 
carry out all the steps necessary for the new 
NIN to complete its organization, and during 
this time, too, members of all organizations 
combining to form Nin will have an equal 
voice in all its business and policies. 

‘In the plan for reorganization the initial 
board for NLN is an interim board and the 
first nominating and steering committees are 
interim committees. At the first convention 
of Nun, scheduled for June 1953, the initial 
board and the initial steering and other com- 
mittees will have the opportunity to present 
reports and recommendations to the member- 
ship. A new board and new steering and 
nominating committees will then be elected 
by the total membership and the “interims” 
will go out of existence. 

Following the 1952 Biennial Convention all 
members of NuN—from whichever organiza- 
tions they are transferred—will take part in 
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voting by mail for the interim nominating 
committee and the steering committees for the 
various departments. Members from all de- 
partments within NLN will be represented on 
NLN’s interim board, committees, and coun- 
cils. They will be working hard to establish 
basic policies in the new NLN and to get the 
organization into its stride by its first big con- 
vention. 

Hence, it is important to remember that if 
the proposed bylaws for NLN are basically 
good—they are carefully designed to fit the 


structural plan requested by members of the 
six national nursing organizations, formulated 
by the Joint Coordinating Committee on Struc- 
ture, and approved by the Joint Board of the 
six nationals—then it is far better for all the 
memberships involved in becoming NLN to 
accept the bylaws essentially as they are, test 
them out for a year, and make any revisions 
they, as a total membership, feel are wise at 
the convention to be held in June 1953. 
G. SARGENT, R.N. 
President, NOPHN 


Nursing Research 


June BIDS fair to be a historic month in 
nursing history. The program of the Biennial 
Convention with the momentous decisions to 
be made points to the maturity of the nursing 
profession. Another indication is the first 
appearance of a professional research publica- 
tion, Nursing Research. 

The new magazine is sponsored by the 
Association of Collegiate Schools of Nursing 
and has the approval of all the national nurs- 
ing organizations. It will carry reports on 
completed research projects and also an- 
nouncements of the progress of ongoing studies 


and projects in nursing practice, education, 
and service. 

All materials submitted for publication in 
Nursing Research will be reviewed by an 
editorial board, the members of which have 
been selected for a two-year period and are 
giving voluntary service. The board is re- 
sponsible for seeing that published material 
meets accepted criteria for research reports. 
The fact that the American Journal of Nursing 
Company is publishing the magazine assures 
excellent technical guidance for the new 
venture. 


| 
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The Health Culture Patterns of Rural People 


HAROLD HOFFSOMMER, Ph.D. 


in THIS subject can be treated 
from several angles it seems to me a fruitful 
approach may be the consideration of atti- 
tudes toward rural health. In this paper I 
shall indicate some of the attitudes of rural 
people toward their own problems of health 
and also some of the attitudes of other groups; 
particularly as these other groups have been 
or may be influential in changing traditional 
rural health patterns. 

Rural sociologists have long been inter- 
ested in the social aspects of rural health. In 
their studies of rural population, neighbor- 
hoods and communities, trade areas, the rural 
church, the farm family, levels of living, labor 
and tenancy, rural welfare, and a host of other 
concerns, they have developed a deepseated 
conviction that many of the problems in these 
fields are in one way or another related to 
health factors. Experience in earlier studies 
indicated, however, that sociologists sooner 
or later encountered problems in the field of 
health with which they had no technical tools 
to cope. This meant that they needed either 
to master the medical skills necessary to carry 
forward these studies or to gain the coopera- 
tion and interest of the medical profession. 
I think no sociologist has attempted the 
former. But in cooperating with health 
people great advances have been made. This 
progress has come rather recently but holds 
the definite promise of developing into a co- 
operative relationship which will be of utmost 
value in working out the mutual problems in 
these two fields. 

One type of research project now being 
carried on by rural sociologists in the agri- 
cultural experiment stations of the United 
States most frequently concerns the social 
aspects of rural health. Many of these studies 
Dr. Hoffsommer is head, Department of Sociology, 
University of Maryland. 


deal with rural health practices and rural 
health services. From the standpoint of medi- 
cine the patient is beginning to be regarded 
not as an isolated biological organism, but 
as a person and a social being. Attitudes 
toward rural health have undergone consider- 
able change during recent years, even in the 
more isolated sections of our rural areas. 
There was a time when sickness was con- 
sidered largely a matter of concern for the 
affected individual and those upon whom he 
was immediately dependent. The discovery 
of the germ theory made people aware that the 
diseased individual was a threat to the well- 
being of others, and regulations were set up 
to restrict his activities. In other words, his 
health became a matter of social concern. 
Gradually we have come to accept the social 
significance of health and disease. Ill health, 
in general, is a social burden; good health, a 
social asset. The burden of ill health is being 
recognized more and more as a responsibility 
to be shared by the community. The realiza- 
tion that ill health is a concern not only of 
the individual, the family, and the neighbor- 
hood, but also of the community and the 
nation has focused attention upon efforts to 
find the most feasible and desirable means 
by which society can collectively conserve and 
improve its physical and mental wellbeing. 


Traditional Attitudes 

A factor of great importance in the rural 
scene concerns our traditional attitudes toward 
rural health. Twenty-five years ago a mid- 
western university professor under whom I 
was studying led off a lecture on rural health 
with the blunt statement that “the first ele- 
ment of a workable rural health policy is a 
campaign against ignorance.” He went on 
to say that in a democratic society the govern- 
ment will respond to what the people want. 
But the people must be educated and some 
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of their current attitudes must be changed. 

It seems probable that a campaign against 
ignorance may still be the fundamental plank 
in a health program. Possibly the type of 
ignorance has shifted somewhat. Probably 
not many people would now subscribe to the 
old belief that “many flies in the spring make 
a healthy summer because the flies eat up all 
the rubbish and refuse and thus purify the 
air,’ but the reports of our state department 
of health constantly allude to the need for 
public health education. 

Probably one of the most subtle attitudes 
which has militated against a constructive 
health program for rural people has been the 
assumption in the minds of many Americans 
that good health and rural environment are 
synonymous. Poets and philosophers have 
idealized the naturalness of life in the country 
and we have somehow come to believe that 
the abundance of fresh air and sunlight solves 
all rural health concerns and that the sole 
responsibility of the ruralite is to sit back and 
“enjoy good health” as a natural consequence 
of his rural residence. Furthermore, since 
the days of Sodom and Gomorrah open coun- 
try residents have been wont to view the city 
as a place of moral and physical degeneration 
—which has lent additional support to the 
“do nothing” attitude of rural people. Nor is 
this attitude about rural life limited to the con- 
cerns of health. Sociologists have long been 
concerned with slums, meaning thereby city 
slums, but not until the organization of the 
Roosevelt County Life Commission in 1907 
did anyone give serious consideration to the 
possibility that there might also be “rural 
slums” in America. 

That the sentiments concerning the innate 
healthfulness of country life should have been 
so widely interpreted as meaning that rural 
health problems are nonexistent has been un- 
fortunate indeed. Nor is the present gen- 
eration entirely free from this traditional atti- 
tude. From the countryward population trend 
at the present time we may be quite sure that 
in the minds of some of these harried city 
dwellers there still lingers the idealized pic- 
ture of their potential red-cheeked children 
(who never could catch a cold in the country 
or need their teeth attended to) romping under 
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loaded apple trees which produce golden, de- 
licious, worm-free fruit without ever having 
to be sprayed! A recent study at Cornell Uni- 
versity indicates that presentday university 
students accept rather uncritically the tra- 
ditional country health idea. Ninety percent 
of the men and 85 percent of the women inter- 
viewed are in agreement with the statement, 
“T believe farming is the most healthful of 
occupations because one gets plenty of physi- 
cal exercise in the open air and sunshine.” 
But not quite so many city as rural youth are 
strongly convinced of this. From the various 
studies it appears that a preponderance of 
people regard the country, in comparison with 
the city, as a healthy place in which to live. 
But not many appear to be aware that a 
strenuous effort must be expended in these 
days to keep it so. 


Lack of Health Consciousness 

A further attitude which militates against 
rural health is the lack of health conscious- 
ness among rural people. A recent study of 
health practices of rural Negroes in Bolivar 
County, Mississippi, contains the following 
statement: “Most people did not go to den- 
tists until their teeth needed to be pulled.”? 
In the sample used in this study only one 
out of ten persons used the services of a 
dentist at all during the year and eight out of 
ten of the calls were for the extraction of teeth 
only! This sample represents a section of 
our population with a low level of living but it 
illustrates the fact that there are still some 
groups in our population who because of 
financial circumstances, ignorance, or lack of 
interest reserve their medical contacts for 
extreme circumstances. It has been pointed 
out that farm people in America in the past 
have been notorious for their neglect of health 
and their disregard of sanitary precautions, 
particularly about water supply and sewage 
disposal.? Little attention has been given to 


1. Galloway, Robert E., and Loftin, Marion T. 
Health practices of rural Negroes in Bolivar County. 
No. 3 Rural Life Series. Mississippi, Agriculture Ex- 
periment Station, Mississippi State College, 1951. 
p. 6. 

2. Landis, Paul H. Rural Life in Process. 2nd ed. 
New York, McGraw-Hill, 1948. See p. 487-491 for 
a further elaboration of some of these points. 
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nutrition, balanced rations, vitamins, and the 
newer ideas of diet. Farm women, though 
usually good cooks, are likely to follow tradi- 
tional food folkways rather than the latest 
scientific findings. Because farmers are hard 
workers they are in most cases more con- 
cerned with an abundance of substantial food 
than with a healthful diet. 


Work Philosophy 

Another important factor is the farmer’s 
work philosophy, which has a direct bearing 
on his attitudes toward health. The farmer 
takes pride in his strength, in his ability to 
withstand hardships—cold, heat, exposure, 
ailments, minor accidents—and he feels that 
he has no time to be sick. He does not boast 
of operations. He is accustomed to an active 
life and enforced idleness is extremely un- 
pleasant to him; to admit sickness is to con- 
fess weakness. 

The farm child is probably more stoical 
than the urban child when suffering from 
minor aches and pains, thinking little of sore 
toes or smashed fingers. The doctor is not 
called for every stomachache or the dentist 
for every toothache. The disciplinary influ- 
ence here is desirable, but a health risk is also 
involved. 

The neurotic symptoms that appear among 
women of the sophisticated urban classes are 
less prevalent among rural women who, 
burdened with housework and the care of chil- 
dren, are faced with a life of constant ac- 
tivity. The rural woman has less time than 
her city sister to develop neurotic symptoms 
or worry about inferiority complexes. Even 
in cases where the farm woman has neurotic 
symptoms or a real disease she is likely to con- 
tinue her daily work, perhaps complaining a 
great deal but not seeking skilled medical 
care—sometimes with disastrous _ results. 
Rural people are likely to let illnesses go to 
the point where it is difficult to cure them. 
Hospitals are frequently regarded simply as 
places where one goes to die. Infected tonsils, 
decayed teeth, poor eyesight, dull hearing, and 
many commonly regarded minor defects are 
often neglected. 

There has been a tendency to think that 
childbearing requires little curtailment of 
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regular activities and a minimum of financial 
drain upon the family. Possibly this is a 
carryover of attitudes that have developed 
out of close association with the many natural 
processes which are matters of daily observa- 
tion on the farm. 

The attitude of farm parents toward illness 
in their children is usually one of optimism. 
Because ;hey assume that many of the con- 
tagious diseases of childhood are inevitable, 
or practically so, and that the child might as 
well establish an immunity while he is young, 
frequently no attempt is made to keep him 
from being exposed. Such attitudes toward 
contagious diseases have largely disappeared 
among urban people and also in more pro- 
gressive rural communities. But they are 
still widespread among farm people in many 
sections. This relative rural laxness shows up 
in various ways. The report of the White 
House Conference on Child Health and Pro- 
tection (1934) indicated that the percentage 
of rural white children in the United States 
who brush their teeth is relatively low. 


Medical Folkways 

In addition to a lack of health consciousness 
among country people there exist in most 
rural areas, when disease strikes, certain tra- 
ditional ways of treating it. These medical 
folkways, as they are sometimes called, may 
or may not have valid scientific bases. Never- 
theless, they persist, ofttimes in the face of a 
demonstrated lack of scientific validity. The 
people have faith in them which often transc- 
ends their faith in the doctor. For example, 
the following folk remedies were listed in a 
study made in 1938 in the Ozark area: for 
appendicitis, hot turpentine on cloths, enemas 
of olive oil and castor oil; for cancer, galangal 
root, powdered bloodroot, and chloride tinc- 
ture; for tuberculosis, strong tea of sage and 
persimmon bark and a little piece of alum. 
The investigators listed many more such home 
cures few, if any, of which modern medical 
knowledge would approve and some of which 
would be considered actually harmful. More 
modern medical care for rural people is in 
part a problem of breaking down attitudes of 
too great reliance on home remedies and self 
medication. 
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To the sociologist health problems are evi- 
dences of culture lag. The big task is that 
of translating into active use the values pro- 
vided by scientific knowledge. Health reforms 
involve not only the process of providing new 
knowledge and facilities but also the break- 
ing down of outdated cultural practices and 
attitudes. Measles, mumps, whooping cough, 
boils, and the like have been believed for 
centuries not only to be necessary and in- 
escapable but also beneficial to children who 
recover from them. Hence health workers are 
often confronted with the task of penetrating 
a crust of contrary customs and folkways in 
the introduction of modern practices. It is 
a matter of lessening the gap between knowl- 
edge about proper practices and the actual 
practices, particularly among our disadvan- 
taged groups. 

The foregoing statements are of course of 
a general nature and do not apply equally to 
all parts of the country. In some areas many 
of the traditional attitudes mentioned may 
have already been superseded. But much of 
the old lingers on. Belligerent attitudes may 
have largely disappeared but the traditional 
attitudes may still be evident in the form of 
general apathy and indifference. It is other- 
wise difficult to explain, for example, the dis- 
appointing percentage of our population who 
take advantage of such free services as the 
mobile x-ray tuberculosis units. Even though 
the service is made easily accessible in local 
communities and people are encouraged to 
avail themselves of it both as an individual 
and a community measure, a large percentage 
of people go past the unit without stopping 
for the few minutes necessary to have the x- 
ray taken. Some attitude research on such 
problems as these would certainly be most 
interesting and useful. 


Rural-Urban Health Comparisons 

Let us now assess briefly the present status 
of rural-urban health comparisons to see how 
much conventional attitudes about rural 
health need modification. Although rural 
people formerly were healthier they now ap- 
pear to be less healthy than urban people. 
There were suggestions of this trend in the 
draft figures for World War I, but in World 
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War ITI the evidence was convincing. If one 
compares rural and urban selectees for the 
sample period of November and December 
1943 the best available nationally standard- 
ized data reveal that rural men were rejected 
for military service at a rate of 49.4 percent, 
whereas: the rate for urban men was 46.5 
percent. Furthermore, rejectior rates were 
highest in the most rural states and particular- 
ly in those of the Southeast and South Central 
regions. Occupational data confirm this rela- 
tively unfavorable health condition among 
rural people. Only two occupational groups, 
domestic service and emergency workers—and 
the unemployed—showed higher rates than 
farmers. 

It is exceedingly difficult for a number of 
reasons to make accurate comparisons between 
urban and rural health. It appears, however, 
that up to 1939 our rural white population 
still had a slight edge on urban residents in 
life expectancy at birth. But unless present 
trends are modified through measures to re- 
duce preventable rural deaths, the average 
lifespan of city dwellers will soon exceed that 
of the rural population. People living on 
farms and in small towns had a head start 
in 1900 in this ‘running battle with Father 
Time.’ In our white population the average 
life of rural males and rural females was then 
ten years and seven and one-half years longer, 
respectively, than the average life durations 
of men and women in cities. 

Had rural people shared equally the re- 
markable increase in average length of life 
over the next four decades they could now 
look forward to average lifespans of approxi- 
mately seventy years. But during this period 
the average duration of life of urban white 
males was increased by 40 percent whereas the 
increase for rural males was only 19 percent. 
Not only health but life itself is in a sense 
purchasable, for this period shows vastly more 
funds spent on health in our cities than in our 
rural districts. It is to be expected, of course, 
that rural people, because of their environ- 


3. Mott, F. D., and Roemer, Milton I. Rural 
Health and Medical Care. New York, McGraw-Hill, 
1948. A comprehensive statement on rural health 
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ment and population composition, will display 
a health pattern different from that of the 
city. Thus, since illness and death are most 
prevalent among the youthful and the aged, 
an evaluation of the rural health problem 
should take into account the fact that rural 
areas have more than half of the nation’s 
children under fifteen years of age, and a 
higher proportion of persons over sixty-five 
years of age. However, when the rural-urban 
comparisons are corrected for age the stan- 
dardized general mortality rate for each age 
group still shows a greater decrease in the 
death rate for the urban than for the rural. 

With these salient facts in mind we may 
then raise the question as to our attitude 
toward the extension of rural health services. 
The fact is that rural people have at least as 
much need for medical care as urban people 
but they receive much less. An article in 
Public Health Reports* based on records on 
9,000 families in eighteen states visited peri- 
odically between 1928 and 1931, shows that 
people living in towns of under 5,000 popula- 
tioy and in rural areas had fewer doctors’ 
calls than did people living in large cities. In 
fact, with respect to calls by all types of 
medical practitioners on account of illness, 
the rate per thousand persons in cities of over 
100,000 population was 34 percent higher than 
it was for towns of under 5,000 population and 
rural areas. In 1938 the physician ratio in 
the most urban states was 585 persons per 
physician compared with 1,250 persons per 
physician in the most rural states. 

Other reports show a variation between 
rural and urban areas in the pattern of medi- 
cal care by persons in attendance at births, 
and in places where births occur. In 1944, 13 
percent of all rural births were attended by 
midwives and other nonmedical personnel 
compared with only 2 percent so attended in 
urban births.° During 1942 only 45 percent 


4. Collins, Selwyn D. Frequency and volume of 
doctors’ calls among males and females in 9,000 
families based on nation-wide periodic canvasses, 
1928-31. Public Health Reports, November 1, 1940, 
v. 55, 1977-2020. 

5. Brombacher, Nancy J. Births, infant mortality 
and maternal mortality in the United States—1944. 
Public Health Reports, October 31, 1947, v. 62. 


HEALTH CULTURE PATTERNS 313 


of the births in rural areas were in hospitals, 
compared with 84 percent in the cities.® A 
majority of rural births occurred in hospitals 
for the first time in 1943, but in that same 
year 87 percent of urban births occurred in the 
hospital.* Although spot studies indicate that 
in rural areas midwifery is giving way slowly 
to the use of the general practitioner it is still 
predominant araong lew income and isolated 
families. 

Rural people do not receive so much modetn 
medical care as urban people because of 
certain conditions in which they live. In 
general, they live some distance from large 
urban centers where modern facilities are con- 
centrated. Moreover, they have lower cash 
incomes than city people, poorer housing, 
fewer conveniences, and lower levels of living. 
The lower educational level among rural 
people is also a factor. Moreover, the con- 
ventional pattern of health care for the coun- 
tryside has radically changed. Formerly 
when someone in the family became sick either 
home remedies were applied or, in acute con- 
ditions, the doctor was called. In visiting the 
home the doctor carried most of his equip- 
ment in his satchel or bag. He spent much 
time on the road and was usually one of the 
first in the community to give up horse and 
buggy transportation for the automobile to 
increase his coverage. But soon many of his 
patients too owned automobiles. Now most 
visits are made by the patient, who goes to 
the doctor’s office or to the clinic. This chang- 
ing pattern of practice has largely removed 
the modern doctor from the position of general 
family adviser and consultant in the com- 
munity which he formerly held. His work has 
become more specialized. Much of this socio- 
medical service which was and still is need- 
ful must be taken over by others. In this it 
seems to me that the nursing profession can 
and should play a vital part. 


6. Yerushalmy, J. Births, infant mortality and 
maternal mortality in the United States—1942. 
Public Health Reports, June 23, 1944, v. 59, p. 799. 


7. United States Department of Commerce, Bureau 
of the Census. Vital statistics of the United States, 
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Conclusion 

In conclusion, we may ask what should be 
our constructive attitude toward the problems 
of rural health? We may use as a broad 
basis for such consideration the postwar pro- 
grams of action submitted by the agricultural 
leaders cf forty-six states to the Secretary nf 
Agriculture in 1944.5 Thirty-six of these re- 
ports contained sections on rural health. 
Agreement was complete on the fact that farm 
people are far below par in health services 
and that something should be done about it. 
Specific recommendations most frequently 
made were (1) that local public health units 
or centers be organized or expanded to meet 
the needs of farm people (2) that adequate 
medical personnel be guaranteed in rural areas 
(3) that adequate programs of health educa- 
tion in maternal and child care, accident pre- 
vention, and sanitation be provided (4) that 
sanitation, equipment, and services such as 
school sanitation and public health labora- 
tories be provided (5) that public health nurs- 
ing, educational and service programs, periodic 
medical and dental examinations, and compre- 
hensive immunization be guaranteed. 

This is a big order and requires careful 
social organization. A fundamental assump- 


8. Taylor, C. C., and others. Rural Life in the 
United States. New York, Knopf, 1950. p. 174. 


tion regarding work in the field of health is 
that good health is not only a basic value, 
important in and of itself, but it is also an 
almost indispensable prerequisite to ali other 
human goals. Concern for health should there- 
fore be widespread. Where such concerns are 
absent—and this is often the case—it may be 
assumed that appropriate information regard- 
ing good health care would help to create 
them. Much research is necessary in order 
to gain the necessary information to close the 
gap between what is known medically concern- 
ing health and the acceptance, availability, 
and use of these known practices by our vari- 
ous population groups. Steps in this direc- 
tion are research studies of health facilities 
and services, of participation in health pro- 
grams, of health practices and health educa- 
tion, of levels of health and the relationship of 
health levels with various sociological, psy- 
chological, and economic variables, of rural- 
urban differentials in health levels, services, 
programs, and studies in social science me- 
thodology applicable to health research. Edu- 
cation is fundamental and there is nothing 
so potent in its accomplishment as the presen- 
tation of the basic facts concerning the prob- 
lems at hand. 


Address given at a joint meeting of the Maryland 
State League of Nursing Education and the Mary- 
land SopHn on October 4, 1951, at Easton, Maryland. 
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The Second Black Bag 


WINIFRED L. MOORE, R.N. 


Ox: MORNING not so long ago Bess 
Laurie, Selma Anderson’s neighbor, was look- 
ing out of her front window as the VNA car 
drove up and the nurse, Mrs. Handy, got out 
with her black bag—no, two black bags. 

“Now, what in the world does she want two 
bags for?” Mrs. Laurie continued with her 
thoughts. ‘“They’re trying to teach Selma to 
give herself insulin, but she has her own 
syringe and things, and the nurse needs only 
soap, apron, and towels. Two bags? George 
Anderson is all right. He went to work this 
morning. Maybe I can see into their kitchen.” 
But she arrived there just in time to receive 
a friendly smile and wave from Mrs. Handy 
who was pulling down the window shade. 

Then Mrs. Laurie remembered she wanted 
to return Selma’s bowl and an onion she had 
borrowed the week before, so she threw a 
sweater around her shoulders and _ slipped 
through the gap in the hedge. 

They were talking in the darkened kitchen, 
and when she knocked and entered the nurse 
was showing slides on the wall. “And you 
can see exactly the best way to hold the 
syringe when you are measuring the insulin, 
Mrs. Anderson,” she was saying as the door 
opened. 

Selma jumped up. “Oh, come in, Bess, and 
see these wonderful pictures. I was wishing 
someone else was here to see them. They show 
every step in giving insulin to yourself. Do 
you know Mrs. Handy, Bess? My neighbor, 
Mrs. Laurie.” 

“Glad to meet you, I’m sure,” said Bess. 
“T thought at first it was Miss Cottrell who 
gave me some shots last summer. Is she still 
with the VNA?” 


Miss Moore is educational director of the York 
(Pennsylvania) Visiting Nurse Association. 


“Yes, indeed, but she is working out in 
another township now,” said the nurse. “I'll 
tell her you were asking about her.”* 

Selma was getting impatient. “Now, Mrs. 
Handy, let’s get on with the show. What’s 
next?” 

The slides were changed, showing the 
syringe and needle being withdrawn from the 
insulin vial. “Notice how you hold only the 
barrel of the syringe,” said Mrs. Handy, “the 
barrel—not the plunger, not the needle.” 

“T keep thinking I'll pull the syringe away 
from the needle,” said Selma. 

“Not if you have the needle firmly screwed 
on, and if you pull straight. In a few min- 
utes you can try it. I'll run the slides 
again while you do exactly what is being 
shown in the picture.” Mrs. Handy showed 
the next slide. ‘The patient is scrubbing a 
small area on her thigh for the injection, using 
a piece of cotton and alcohol, just like you. 
Next, she’s ready to inject the insulin.” 

“Here’s what I couldn’t stand,” said Bess. 

“Everyone thinks that at first,” said the 
nurse, “but on second thought people know 
it just takes getting used to. And once a per- 
son says ‘I can do it’ she is ready to live with 
her diabetes. Next, the needle is inserted with 
a quick jab. The following slide shows how 
to push in the plunger, injecting the insulin; 
next, withdrawing the needle; and in the last 
one the patient is rubbing the spot with an 
alcohol sponge.” 

“Why, I could do that,” said Bess. 

“Of course you could,” said Mrs. Handy. 
“Now, Mrs. Anderson, shall we go through 
the slides again, while you start to prepare 
your insulin for today?” 

“So that was what you had in the second 
black bag,” said Bess, “a projector and slides. 
I couldn’t help wondering about it, and I am 
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certainly glad I could see the pictures. I 
must get along home. Goodbye now.” 


HEN THE YORK Visiting Nurse Asso- 

ciation purchased a 16mm movie pro- 
jector in 1946 the staff embarked on a voyage 
of exploration which led into many unexpected 
and rewarding channels in public health edu- 
cation. Some of these experiences were de- 
scribed in an earlier issue of Pustic HEALTH 
Nursinc.* This projector, however, had 
some definite limitations. By agreement it 
was not to be removed from the building. 
In any event, it could not have been set up 
in most ordinary homes. Nor was it possible 
to stop the film, leaving a still picture on the 
screen, as the great heat of the projection lamp 
would burn the film. We decided, therefore, 
to buy a slide projector which would show 
either slides or filmstrips, one which would 
be portable and easy to operate.t The set 
of slides on self administration of insulin, 
described in the incident above, was the next 
purchase. These are shown in almost every 
situation in which the nurses teach the ad- 
ministration of insulin. These slides cost 
75 cents each; they are in kodachrome and 
add much to the effectiveness of the other 
methods commonly used in such a teaching 
visit. 

We have found the Joint Orthopedic Nurs- 
ing Advisory Service** a fine source for 
some other slides. We borrowed the set on 
posture in the newborn and in the young 
child and showed them at a staff conference. 
An interesting discussion, led by the ortho- 
pedic supervisor, resulted from this. After the 


* Moore, Winifred L. Adventuring with visual 
education. Pusptic HeattH Nursinc, March 1949, 
v. 41, p. 134-138. 


+ SVE Tri-Purpose Pictural Projector Model AAA, 
cost $80 in 1949. New and improved models on the 
market now. 


** For a list of 2 x 2 slides available from Jonas 
write to 2 Park Avenue, New York 16. Requests 
for slides must be made four weeks in advance of 
date wanted. There is no rental fee. Slides must be 
returned within ten days by prepaid insured parcel 
post. Many organizations and institutions have 
bought Jonas slides. Cost of an average set is $30. 
Individual slides may be purchased. 
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discussion we selected a baker’s dozen and 
purchased these. Five of the slides, plus 
demonstration with a Chase infant doll, made 
a fascinating show for school children at 
York’s First Health Fair in 1950. We use the 
child development slides also in classes for 
expectant parents. 

Each year the York VNa participates in the 
Health Fair. In 1951 we decided to demon- 
strate our work and the services available by 
using color slides. With the help of a top- 
flight woman photographer twenty-five fine 
slides were made. Eleven of the slides in 
The Vna Nurse’s Day picture the same nurse, 
and two others in this set show night calls in 
the twenty-four-hour service which we main- 
tain. The other slides illustrate group ac- 
tivities, school nursing, and orthopedic nurs- 
ing. We also made two recordings—one with 
a simple musical interlude—to accompany the 
slides. One of our local broadcasting stations 
helped us with the records. 

Selecting the patient for pictures of a home 
delivery presented a problem, but we had a 
patient who was interested in audiovisual 
technics. When we investigated we found 
that her supplies for home delivery included 
flash bulbs and rolls of films. The baby ar- 
rived without undue difficulty and at a con- 
venient time. We got some fine shots, but 
the rolls were damaged in the developing. 
We were able to salvage one picture showing 
physician, mother, and baby about five min- 
utes after the birth. These slides, with or with- 
out records, were used for campaign fund 
publicity and have been frequently shown 
since. We run part of them in mothers’ classes 
to show services available to mother and baby. 
And when we are asked to talk about the VNA 
they show better than words can tell what 
such service is. They were quite expensive— 
about five dollars a slide. 

The filmstrip is an inexpensive visual aid. 
There are many on various aspects of nursing 
technics more applicable to the education of 
the nurse than to that of her patient. Our 
most used filmstrips are The Birth Atlas from 
the Maternity Center Association of New 
York, Nine to Get Ready, and Introducing 
Baby. The last two are made by the National 
Film Board of Canada and are distributed in 
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the United States by the Society for Visual 
Education, 1345 West Diversey Parkway, 
Chicago 14, Illinois. This is a commercial 
company. They include cartoons, photographs, 
placards, and a collage, or group of photo- 
graphs. 

When a nurse has ample time for antepartal 
or postpartal visits she takes along the slide 
projector and these three filmstrips. A number 
of women, mothers of several children, have 
gazed in awe at the Birth Atlas slides, saying 
that they never knew before how a baby de- 
veloped. In one instance the mother be- 
longed to a religious group which frowns on 
movies. She got rid of her family first so that 
none of the church people would hear that she 
had “movies” in her home. However, in 
most cases people call in the neighbors to see 
the pictures. The Canadian filmstrips are 
accompanied by descriptive leaflets, running 
commentaries which the nurse may read; or 
she may “‘ad lib,” as is necessary and desirable 
with many of the pictures. Some parts of the 
description, however, are so _ beautifully 
phfased that one always wants to read those 
particular portions. We use these filmstrips, 
too, in classes for expectant parents. 

Another useful filmstrip, this one requiring 
a sound-slide machine, is called Making Baby's 
Formula and shows how to prepare a formula 
using terminal sterilization. This, with the 
record, is available on loan from the Evapo- 
rated Milk Association. At present we bor- 
row a sound-slide machine locally. Descrip- 
tive pamphlets are furnished as well, so the 
filmstrip can be taken into a patient’s home, 
the nurse following the script in the leaflet 
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as she shows the picture. 

There are two fine filmstrips on child de- 
velopment which we have purchased but have 
not used a great deal to date. These are 
Your Children and You, prepared from the 
film of the same name, productions of the 
British Information Service, 30 Rockefeller 
Plaza, New York 20; and Jt’s Time to Grow 
Up, prepared by the Southern Education Film 
Production Services, in covperation with the 
United States Public Heaith Service, and 
distributed by Health Publications Institute, 
216 North Dawson Street, Raleigh, North 
Carolina. The latter deals with the gradual 
and natural emotional growth of the child 
and how the parents can best help him. The 
British filmstrip is longer and takes up more 
aspects of child development and nurture— 
the child at various age levels, fear, security, 
discipline, et cetera. Both of these are 
applicable to individual or group teaching in 
the field of child health. 

The cost of a slide projector is less than 
one fifth of the cost of the 16mm film pro- 
jector and the filmstrips are quite inexpensive, 
from $1 to $5 in most cases, and sometimes 
available on free loan. Slides are more costly 
but can be purchased a few at a time. The 
technic of operating a slide projector is easily 
learned and often stimulates nurses to a wider 
interest in audiovisual education. It brings 
into the home up-to-date methods of teaching 
and gives the nurse an unparalleled device for 
getting attention. 

We believe we have equipped the staff nurse 
with a second black bag filled with stimulating 
ideas. 
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The End of an Era 


ALMA GAINES RAMSAY 


4 ee OFFICIAL curtain has rung down. 
One of the most colorful and significant ac- 
tivities in American nursing annals passes into 
history with the closing of the American Red 


Cross public health nursing services. For. 


forty years the Red Cross championed public 
health nursing. It withdraws now not because 
it failed but because it succeeded. 

The prestige which the public health nurse 
enjoys today, as well as her opportunity for 
public service, stems in no small measure from 
the pioneering done by the first little group 
of nurses who enrolled under the Red Cross 
banner for service in communities where nurs- 
ing care was inadequate or nonexistent. The 
voyage from past to present was not always 
smooth. 

To call the early days of this service horse 
and buggy nursing would fall short of fact. 
Some of these pioneers of public health used 
the horse and buggy, of course, but many 
traveled by muleback, by canoe, by sled and, 
often by that oldest means of transportation— 
shanks’ mare—with the mare, on occasion, 
wearing snowshoes. The successor to the 
horse and buggy, the puddle-jumping Ford, 
also played its part, but the mainspring of the 
service was the nurse who traveled back roads, 
visited isolated cabins in the mountains, tin- 
roofed, primitive homes on the plains and 
icebound islands, giving bedside care to the 
sick and simple health education to the 
family. 

From the beginning the roster of Red Cross 
public health nurses has been studded with 
the names of women who held high places in 
the history of professional nursing. 


Mrs. Ramsay was director of information for 
Nursing Services at the Red Cross national head- 
quarters for two years and now is a writer on the 
Red Cross public relations and public information 
staff. 


Lillian Wald, distinguished nursing leader, 
conceived the idea that the Red Cross was 
the logical organization to pioneer public 
health nursing in rural communities. Jane 
Delano took up the torch and blazed a path 
and Fannie Clement became first superin- 
tendent of Rural Nursing Service, which later 
became Town and Country Nursing and final- 
ly the Red Cross Public Health Nursing Serv- 
ice under the direction of Elizabeth G. Fox, 
a onetime president of the National Organ- 
ization for Public Health Nursing. 

The twenty-two American nurses who since 
1920 have been awarded the Florence Nightin- 
gale medal have, without exception, played a 
part in guiding the destinies of Red Cross 
public health nursing and more than two 
thirds of them have been actively engaged in 
the service. 

The home visiting nursing furnished by the 
Philadelphia Red Cross Society during the 
Johnstown flood in 1889 was the earliest opera- 
tion in this country which could be called 
public health nursing by today’s concept. In 
addition to supplying the immediate needs of 
the flood victims it focused attention upon the 
value of bedside care on a visit basis. It also 
stimulated and broadened the activity of those 
who had envisioned and worked for a wide- 
spread service. 

In 1908 the Red Cross took under con- 
sideration a public health nursing project but 
it was 1912 before a program under Red Cross 
leadership was worked out. In the beginning 
many, both inside and outside the Red Cross, 
were doubtful whether public health nursing 
was an appropriate activity for the organiza- 
tion. Some health authorities were pessi- 
mistic, some were indifferent, and some were 
hostile. Opinions of the nation’s physicians 
and nurses followed much the same pattern. 

So uncertain was Red Cross management 
of the propriety of the launching of such a 
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service that promotion of it was undertaken 
only after Jacob Schiff, a New York philan- 
thropist, made an initial contribution of $5,000 
to inaugurate the experiment. Mr. Schiff 
promised additional contributions if this pilot 
activity proved successful. After a year, con- 
vinced of the importance of the project, the 
philanthropist contributed an endowment of 
$100,000. Meanwhile Red Cross management 
had become convinced to the extent that it 
approved contributions by local community 
Red Cross units and the program got off to 
a start which was not only to bring about na- 
tional Red Cross support of the service but, 
in time, was to demonstrate the importance of 
public health nursing in more than half the 
counties in the United States. 


bere THE RURAL nursing service was 

launched in 1912 official health depart- 
ments were scarce and few, if any, included 
nursing services. In many communities a 


growing consciousness of need caused leaders 
to turn to the Red Cross for leadership, guid- 
ance, and assistance. 


One early roadblock 
was lack of a sufficient number of prepared 
public health nurses. In time the Red Cross 
provided scholarships and loans to profes- 
sional nurses desiring graduate work in public 
health nursing and also subsidized such 
courses. 

Soon after it got under way the service was 
operating in areas which made its title Rural 
Nursing inappropriate and it became Town 
and Country Nursing. In every community 
the public health nurse had to win her way. 
Fitting into community life became as import- 
ant as nursing skill. The nurse might be 
called upon to do a spot of milking, lead a 
church service, shovel snow to reach a high- 
way, and often do a bit of marriage counseling. 

Although credit for the success of the public 
health nursing service is shared by many 
nurses a major portion of it must go to Jane 
Delano, first director of the Red Cross nursing 
services, who took office in 1912. 

By temperament and background Miss 
Delano was well qualified to bulwark the new 
service. As a young woman she had dreamed 
of becoming a missionary and she still re- 
tained her zeal for helping the needy. This 
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The Red Cross nurse has always made friends 


zeal, coupled with her experience in Arizona, 
inspired her to support and develop the public 
health nursing service. Her basic urge for 
“service to humanity” had been fortified by 
two years of employment with a mining 
company in Bisbee, Arizona. There she lived 
in a corrugated tin shack and took a weekly 
scrubbing in the home of a well-to-do towns- 
man, proud possessor of the community’s 
only bathtub. There she listened to women 
who came, with their babies and small chil- 
dren, asking every imaginable question about 
their ailments, both real and imagined. To 
them she gave help for the immediate prob- 
lem and added a stint of general health edu- 
cation. Sometimes her help went outside the 
field of health and nursing; she was an arbiter 
of family problems, on one occasion calling 
in the constabulary when a man beat his 
sick wife. This side of her activity will strike 
a respondent note in the minds of today’s 
public health nurses. The pattern has changed 
very little. 

The tide of Red Cross public health nursing 
rose and fell with changing needs and chang- 
ing times, but the organization always worked 
with the ultimate objective of pointing a way 
and then turning over to the states the re- 
sponsibility for the increasingly important 
service. 

It was inevitable that the service should 
be significantly affected by World War I. 
Many new demands were made upon its 
nurses. One of these pressures was for public 
health nurses to serve around military camps. 
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This work became a cooperative enterprise 
between the Red Cross and the United 
States Public Health Service. Millions stricken 
by influenza during the epidemic of 1918 
looked to public health nurses for help. The 
calls were met in the face of overwhelming 
difficulties, since thousands of nurses had 
been called into military service. 

After the war Red Cross chapters over the 
country had accumulated some surplus funds 
which they were able to use in strengthening 
the nursing service. Always Red Cross strived 
to carry public health nursing to areas of 
greatest need. To do this an ever-increasing 
number of nurses was needed. Nurses return- 
ing from war service overseas flocked to the 
new program in large numbers. To those 
unable to finance their own training in rural 
nursing skills the Red Cross gave scholarships 
and loans, receiving in return pledges to work 
in Red Cross rural nursing services for one or 
two years. 

In some communities the public health nurse 
was the sole public health worker. To carry 
forward her work she needed to enlist support 
of community groups. Doctors, school 
authorities, and public health officials added 
their support. Nurses were also provided with 
a variety of professional aids by the Red Cross 
itself. Each nurse was visited regularly by 
a supervisor, a traveling library helped keep 
her in touch with developments in her field, 
and every possible resource was opened up 
for her development. But, in the last analysis, 
the nurse had to hoe her own row. 

Year in and year out larger fields of oppor- 
tunity to serve opened to the public health 
nurse. Her trim uniform and sure com- 
petence became a familiar part of schools, of 
clinics, and of classrooms. As time went on 
she became a strong factor in carrying for- 
ward another Red Cross program, home nurs- 
ing, which was to prove inestimably beneficial 
to hundreds of thousands of families. 


B* THE twenty-fifth anniversary of the serv- 
ice in 1937 2,977 community services had 
been established, and in that one year alone 
666 public health nurses made more than a 
million home visits. No tally had been kept 
of the instruction courses its nurses had car- 


ried forward, nor of the job it had done in 
increasing public recognition of the need of 
continuing public health nursing services at 
every community level. 

During the years immediately preceding 
this anniversary a shattering depression had 
struck the country. People who had been 
able to rely upon their own resources previ- 
ously needed outside help now. Although 
these new needs put additional burdens upon 
Red Cross public health nursing service and 
other visiting nurse services they made an 
important contribution to the basic objective 
of these services: they pointed out to state 
and municipal authorities the importance of 
bedside care on a visit basis and the value of 
a year-round program of health education. 
With the growing trend toward increased pub- 
lic health nursing services by other agencies 
the Red Cross began a survey of its own 
activities and commenced to think of a 
gradual withdrawal from the field. 

War was once again to put pressures on 
Red Cross public health nursing. Once again 
its public health nurses were to work with 
the families of men called into service, to 
serve around camps, to go into the homes of 
families whose mainstay and support had been 
called into the service. 

So, on and on, up and down, moving ever 
with the tide of need and public demands, 
the service proceeded until the time of decision 
came—decision to establish no new services 
and gradually to close out those where other 
community agencies—official and voluntary— 
were prepared to take up the work. 

Some time before this decision had been 
arrived at there had been a marriage of two 
important Red Cross programs—public health 
nursing and instruction in home nursing and 
mother and baby care. Red Cross public 
health ~urses and visiting nurses from other 
agencies had been teaching the home nursing 
courses along with their other activities. This 
activity was greatly helped by a legacy from 
Jane Delano. In her will Miss Delano, who 
had long been independent of a salaried job 
and had served as a volunteer, left $25,000 
to the Red Cross to be devoted to the pro- 
grams which had been so dear to her heart, as 
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Adjustments in VNA Services 


MARTHA D. ADAM, R.N. 


Ties NEVER KNOW it, but I’m two- 
headed. I’ve been that way ever since I 
added to my responsibilities as director of 
public health nursing in the official agency 
in our county the responsibilities of director 
of the VNa as well. What I’ve learned about 
adjusting since that day in September of 1950 
when I became a split personality would fill 
a book. Let me tell you about some of the 
adjustments we’ve made. 

Most of our problems, up to now at any 
rate, have been financial ones, and to under- 
stand that you would have to know a little 
bit about what has been happening to us in 
the last year or two. Our visiting nurse serv- 
ice was a Red Cross service. It was one of 
those that carried on right up to the June 
30, 1950, deadline established by the Ameri- 
can National Red Cross for the discontinuance 
of sponsorship of visiting nurse services. When 
the two local Red Cross chapters in our county 
learned that visiting nursing was not to be 
continued under Red Cross auspices the nurs- 
ing committee presented its problem to the 
Council of Social Agencies in our county. 
The Council of Social Agencies, recognizing 
this as a health problem, turned it over to the 
council’s health section. It, in turn, appointed 
a special study committee. The study com- 
mittee deliberated almost a year.* During this 
time a successful experiment in amalgamating 
the official and voluntary nursing services in 
one area of the county was carried out. As 
a result of this experiment and on the basis of 
further findings of the study committee, two 
recommendations were made: 

1. That a visiting nursing association be 
organized. 


Miss Adam is chief, Public Health Nursing Service, 
and executive director, Visiting Nursing Association 
of San Mateo County, Redwood City, California. 


2. That, under single administration and 
direction, the VNa services be merged with 
those of the official agency’s public health 
nursing service. 

These steps were taken. An interim com- 
mittee was appointed by the Council of Social 
Agencies. This committee organized itself 
into a Visiting Nursing Association and con- 
stituted itself the Board of Trustees. Officers 
were elected. Papers of incorporation were 
duly drawn up, executed, and filed with the 
proper authorities. And we were off to the 
races—ready to do business in an integrated 
way with the official agency. 

We sent in our application to the Com- 
munity Chest, expecting of course to be in- 
cluded as a participating agency and so re- 
place the money being lost through withdrawal 
of Red Cross funds. But it wasn’t so easy 
as all that. “We regret to inform you,” the 
letter from the president of the chest began— 
and went on to say that since our chest existed 
“largely for the benefit of youth organiza- 
tions” and since community support for chest 
services had been “so limited” and since 
“financial demands in the field of public 
health”? were so great the “entire chest struc- 
ture would fail’ if agencies like ours were 
included. I know it’s unheard of, but it hap- 
pened to us. So we were on our own, An 
independent campaign which we were forced 
to conduct brought in only about a third of 
what we needed to carry on the service. We 
had no alternative but to start cutting corners 
and I guess that could come under the classifi- 
cation of adjustment number one. 


* A limited number of mimeographed copies of the 
report of the study committee and the report of 
the joint experiment are available. Address requests 
to Miss Adam at the Court House, Redwood City, 
California. 
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Cutting Corners 

Under Red Cross sponsorship, budget had 
been relatively easy to come by and service 
was given for as long as individual families 
wanted it. Now it became necessary to base 
the decision about how long to give service on 
the need for nursing care. Believe me, it was 
no easy task to sell a board committee and 
then the board itself the idea that even though 
we must curtail, curtailment would have to 
come on the basis of the need for nursing care 
rather than on the basis of whether people 
could afford to pay for the service. There 
were those on our board and in the community 
who felt we were just scatterbrained women— 
no heads for business—didn’t we know that 
the more people we serve who could pay the 
full fee the nearer we would come to balancing 
our budget? We had to stick to our guns 
though, and simultaneously with the release of 
six of our twelve field staff members we cut 
our program sharply. 

This is what we said we would do: We 
will answer all calls for nursing care to those 
acutely ill at home, and will continue to visit 
for as long as there is need for professional 
nursing care. Also, we will accept all calls 
for nursing care to those mot acutely ill at 
home, but our efforts will be directed toward 
teaching some member of the family how to 
give the necessary care so we may spread our 
service more widely. Wherever possible, we 
went on, we will attempt to limit nursing 
service to those chronically ill to six visits. 

Well, it’s easy to put a policy down on 
paper. It’s not so easy, as you all know, to 
have it carried out in practice. We had a 
caseload well sprinkled with people who had 
been used to having a visit from the nurse 
once a week, twice a week, three times a week 
for a bath and general nursing care. I have 
no quarrel with this as a service. However, 
we were no longer staffed to give it, so we had 
to eliminate it. I don’t think we have yet 
completely educated the community to the 
shift in our program, but we keep on trying 
and we're doing better every day. 


Creating One Where There Were Two 
Another adjustment we had to make was a 
big one, but I can lump it all under the heading 
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of creating one when there were two. We had 
two sets of personnel practices; they became 
one. We had two sets of records; they became 
one. We had two systems of reimbursement for 
on-duty travel; we developed one. We had two 
salary scales; we developed one. We had two 
sets of uniform regulations; we developed 
one. All of these developments and adjust- 
ments were carried out by committees of either 
staff or board and sometimes joint commit- 
tees of staff and board sitting down together, 
talking things over, making recommendations, 
and then submitting those recommendations 
either to the total board or to the total staff 
for final decision. 

Our timetable was something like this: 
The new VNA was incorporated in January 
1950. We adopted identical personnel prac- 
tices and salary scales July 1950. I was ap- 
pointed executive director of the VNaA Sep- 
tember 1950. Red Cross financing was dis- 
continued September 1950—two months be- 
yond the original deadline, incidentally. Joint 
housing and supervision were completed in 
December 1950. And then we had to make 
the decision about when to integrate our pro- 
grams at the service level. Should we do it 
a little bit at a time, slowly, progressively? 
Or should we set a date and bingo! have 
everything. ready to go at once? 

We finally decided to take the latter course. 
“Don’t nibble at it, bit by bit,” was the advice 
of those who had gone through the process 
of merging. “If there’s going to be any pain 
connected with it, it just prolongs the head- 
ache. Better to get it over with at one fell 
swoop.” 

So on February 1, 1951, all preliminary 
committee activities having been brought to 
a conclusion, the major portion of the staff 
education program in cross fertilization, one 
staff to the other, having taken place, we took 
the plunge. 


Hospital Head Nurse—VNA Nurse Exchange 
It’s our most recent adjustment, however, 
that I think is the most exciting. To under- 
stand it you should know that we are not a 
simple health department in our organization, 
that is, in the official side of the agency. We 
combine under one administrative head the 
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county general hospital, the tuberculosis hos- 
pital, the entire welfare department, and the 
health department: This next adjustment was 
possible, I believe, because we are that kind 
of department. 

When it looked as though we weren’t going 
to be able to pay our VNA nurses their salaries 
through to the end of 1951 I called the di- 
rector of nursing at the hospital that is within 
our department. 

“Have you got any vacancies on your 
staff?” I asked. 

“Yes,” she said, “I always have vacancies 
on my staff.” 

“Well,” I said, “how much notice would 
you need to put one of our VNA nurses to 
work at the hospital on your payroll?” 

“Oh,” she said, “twenty-four hours.” 

So I talked with the nurses. I said to them, 
“Tf worse comes to worst and we’re not going 
to have enough money to pay you through 
1951 would you be willing to stick around if 
we could put you to work at the hospital, 
say, for one month, to keep you on salary? 
We're sure we can promise you more stability 
in 1952.” To a man, or should I say to a 
nurse, they said they would. In the meantime, 
the director of nursing from the hospital called 
me back. 


“T’d like to proposition you,” she told me.- 


“Tf we take your VNA staff members on hos- 
pital payroll, would you do something for me? 
Would you take some of our head nurses out 
in the field with you for a month and we'll 
work the whole thing out on an exchange 
basis?” 

Would we! Need I tell you that although 
we were so busy we didn’t know which way 
to turn we decided that we would move heaven 
and earth to do just this kind of thing? And 
we did. 

Four of our nurses on VNA payroll had 
experience in the hospital, a month at a time. 
At the same time four of the hospital head 
nurses came to us for a month at a time for 
an introduction to public health nursing. We 
worked this out on a committee basis, too— 
got representation from both staffs and sat 
down together and said, “How can we make 
the most of this?” I have before me the 
evaluation prepared by the public health nurse 
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on the VNa payroll who spent a month in the 
outpatient department at the hospital. She 
says in part, “Much of my experience was 
actually a refresher course—back to my stu- 
dent days. Could these be the same two 
feet I wore in those days?” But she learned 
all the little tricks of referral—the things 
that spell the difference between a routine re- 
ferral and one that anticipates the experience 
patients are going to have when they go to 
clinic and prepares them for it. And now 
that she’s back with us she’s sharing them with 
the rest of us. 

By the same token, the nurse from the out- 
patient department who spent a month with 
us learned the kinds of things we need to 
know when she is making a referral to us. She 
has learned to appreciate our need for in- 
formation over and above a name and address. 
When the nurse from the isolation ward came 
out into the field our nurse went on duty in 
isolation. So it was in the maternity division, 
and the medical-surgical service. 

Nobody’s ever going to be able to tell us 
exactly what this exchange will mean in terms 
of better service to the people in our county 
who go to the local hospital for their medical 
care. We saved the VNA a thousand dollars, 
but that was merely incidental. One of the 
things I know that’s going to come out of it is 
an intradepartmental referral form. We 
wanted to sit right down and do it after the 
exchange of nurses in the outpatient depart- 
ment and then we decided that we would have 
a much better basis for planning if we waited 
until the whole exchange plan was over before 
we started. A staff committee, with hospital 
and public health nurse representation, is now 
at work on that very thing. 

Well, you know as well as I that there are 
many adjustments all along the line in an 
experiment at amalgamation like this, and in 
our efforts to come together as a single nursing 
service where we were formerly two. I’ve only 
hinted at several of them. One thing I am 
sure of is that as long as you’re running a 
nursing service you’re going to develop and 
adjust ad infinitum. Right now a committee 
on the care of the chronically ill under the 
sponsorship of our local Council of Social 
Agencies is bringing to our attention the many 
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unmet needs of these people in the community. 
I don’t know what the recommendations will 
be, but if the committee feels that these people 
are going to need the kind of service that only 
a visiting nursing association can sponsor in 
the community then possibly we'll be reex- 
panding our service, adding to it some staff 
who are less well trained than our fully quali- 
fied public health nurses, letting them work 
under the direction of more highly qualified 
staff members, and begin again to give some of 
the service that we have had to cut out. 

In the meantime, I can’t leave you like 
they do at the end of each day’s episode in 
the soap operas with the entire cast of char- 
acters in the middle of an unresolved crisis. 
We did, finally, get enough money to eke 
out an existence through 1951. We are a 
participating agency in the Community Chest 
for 1952. And now we're involved in an 
examination of ways in which we can stream- 
line our administration. A joint committee 


End of an Era 
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well as her royalties from the home nursing 
textbook which she had written in 1913 and 
which, with periodic revisions, has been the 
basic instruction instrument of Red Cross 
home nursing. 

Over a period of several years there was 
gradual withdrawal by Red Cross from public 
health nursing, the last few years having been 
devoted almost entirely to demonstration work 
in areas where it was necessary to stimulate 
interest. In addition assistance was given 
to communities in developing combination 
services, jointly administered and financed 
by official and voluntary organizations, or in 
establishing independent voluntary public 
health nursing associations. 


with representation from the chest, the VNA 
board, and the Health Department is meeting 
with the county manager to see whether, for 
the next fiscal year, we can put everybody on 
county payroll and work out a two-way con- 
tract whereby the VNA agrees to give service 
to county patients in return for having the 
county take over payroll. In order to get data 
on which to work out an equitable arrange- 
ment we are just completing a time study 
which is to form the basis for calculating costs 
according to the NopHN method of cost an- 
alysis. 

Never a dull moment. Maybe it’s trite to 
say it, but, honestly, we’ve had fun along the 
way. You know, the professors tell us that 
all we need in order to make progress is to 
have our complacency disturbed. We get 
disturbed, we draw back, we realign our 
forces, we go around, under, over the offending 
obstacle. And we move ahead. Look out, 
here we come! 


Since 1912 the Red Cross has raised and 
spent millions of dollars for the advancement 
of public health nursing education and public 
health nursing service. It may be safely 
said that the dividends from this expenditure 
of money and effort are incalculable. 

In June 1951 all but a few of Red Cross 
public health nursing services were closed out. 
The remaining half dozen are now withdraw- 
ing from this activity. The curtain has rung 
down on an era, an era which has seen many 
changes in nursing concepts and nursing ac- 
tivities in the public health field. The future? 
Who can guess? One thing is sure—that the 
pioneering activity of a nationwide organ- 
ization has cleared out much underbrush, has 
tried and accepted or discarded many tech- 
nics of health improvement through the mis- 
sionary work of public health nurses. 


Emotional Stress As It Affects Civil Defense 
Nursing Activities 


JULIA FREUND, R.N., MIRIAM WHITAKER, R.N., and JAMES S. MAY, M.D. 


PART 2 


Implications for the nurse 


‘tm PRECEDING discussion has dealt 
in a general way with the reactions of people 
to acutely stressful situations. It is almost 
axiomatic that nurses, along with other pro- 
fessional and semiprofessional members of the 
civil defense team, can expect, as people, to 
have the same reactions. Because much of 
the material which has been written about the 
role of the nurse in civil defense presents her 
as being serene, collected, resourceful, and 
equa! to the demands of any situation we 
face an apparent paradox. On the one hand, 
we must expect that professional people will 
undergo the same fundamental strains of emo- 
tional adjustment to disaster as the rest of 
the population. On the other hand, the entire 
structure of the civil defense system presup- 
poses that members of rescue and relief teams 
can maintain their reaction patterns at a 
high level of functional efficiency in time of 
stress. The nurse, then, is faced with the 
problem of balancing her strong biological 
tendencies to self preservation with the com- 
munity’s demands upon her for professional 
service. 

Some of the hazards and problems facing 
the nurse are fairly obvious. First and fore- 
most among these is the very real danger of 
physical injury or death. Because of the 
nature of modern warfare the people who do 
rescue work will not be materially less sus- 
ceptible to physical or emotional trauma than 
are the people they seek to help. Although 
the nurse’s technical knowledge about possible 
hazards may be of some advantage in self 
protection, at the same time it is likely to 
sharpen her realization of personal danger. 


Yet, fear for one’s own safety can be less hard 
to endure than the goading worry over the 
welfare of family and friends. Nurses, as 
women, are more likely than men to feel the 
strain of working while someone else cares for 
the children. This strain, great enough in 
peacetime, can be doubled in disaster when a 
nurse may have to leave her family in order 
to carry her professional responsibilities. 

Although our discussion of modern warfare 
has assumed a single point and time of attack 
we have to recognize that in reality this will 
not be true. People of every community, 
having already selected several targets in 
their own locale likely to be placed high in 
bombing priority, can expect their fears to be 
greatly intensified once the first city has been 
attacked. Such anticipatory fear does much 
to undermine morale, especially among those 
who see evacuation as the solution for their 
panic and among those who, obversely, are 
afraid to leave home to help others lest their 
own communities and families be attacked in 
their absence. 


Fear 


However, not all fears can be related so 
readily to possible eventualities. A certain 
component of all fear seems to grow out of 
our common tendency to dread the unknown. 
For those people who have never known 
military action at first hand even the conven- 
tional type of warfare transferred to our own 
shores can seem terrible enough. Faced with 
an enemy whose tactics we do not know we 
are likely to feel uncertain and fearful in in- 
verse proportion to our trust in our leadership. 
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With the many new weapons we read about 
in popular science presentation—atomic 
bombs, biological warfare, supersonic screens, 
etc.—the right to fear becomes public domain. 
We find ourselves dreading most the things 
about which we know the least. As we might 
expect our imaginations can function quite 
effectively in the absence of adequate knowl- 
edge and critical judgment, to build up the 
spiral of panic. It is as if facing the unknown 
and recognizing our lack of knowledge repel 
us more than filling the future with imaginary 
fears of our own creation. Unless this ten- 
dency is recognized, every plane in the sky 
can be seen as carrying a bombload and every 
strange odor can be poison gas or bacteria- 
laden mist. 

Likewise, the necessity of working in an 
unfamiliar setting with improvised or make- 
shift equipment can also engender fears of the 
unknown. So much of the nurse’s training 
is oriented toward the exercising of certain 
specific skills and technics in a definite clini- 
cal setting that much of her professional 
identity depends on such settings. Being a 
nurse, to a certain extent, means wearing a 
uniform, working on a ward or in an operating 
room, practicing aseptic technics, or render- 
ing a prescribed kind of service to patients. 
Certain definite provisions can be made in 
civil defense training for emergency setups, 
and minimum standards for service can be 
decided upon, but situations will arise during 
a disaster in which the nurse and other team 
members must rely more upon their ability 
to compromise and improvise than upon any 
predetermined procedures. 

All of us are likely to experience some de- 
gree of concern over compromising our stand- 
ards of service. The more we deviate from 
an established routine, the more we are 
forced to assume individual responsibility for 
the efficacy of our service and the value of 
our help to the patient. In addition, errors of 
judgment and technic: can be made more 
easily when we have to improvise under pres- 
sure—errors which we fear in anticipation and 
for which we may blame ourselves in retro- 
spect. In such situations the admonition to 
“do the best you can” is effective only to the 
extent that we have confidence in our own 


motives and in our ability to perform. Un- 
fortunately, few of us have had adequate op- 
portunity to know our strengths and our 
limitations. 

Fear for one’s own personal stability can 
also complicate performance. Just as we fear 
the unknown and its portent for us, so do we 
fear our unconscious motivations and doubt 
our ability to carry on in a worthy manner 
under new situations of acute stress. All of 
us carry with us from infancy a host of de- 
structive hostile impulses, more or less well 
assimilated within our own personalities. The 
extent to which these feelings can be kept 
under control and converted to socially useful 
ends depends rather largely upon our own 
personality organization and upon the social 
organization around us. In situations of 
disaster and social disorganization the regula- 
tion of our behavior in accordance with what 
others expect of us will be minimized unless 
we have a substitute group organization— 
such as that in the civil defense program— 
to exercise social control. Even in an emerg- 
ency group setting our own personal security 
depends in good part upon our feelings about 
our fellow workers, how much we like and 
respect them, how much we care about their 
opinions of us, and how much confidence we 
have in our own personal stability and per- 
formance. 

Fear of personal breakdown may present it- 
self in a variety of ways. We may anticipate 
personal desertion, imagining ourselves bereft 
of relatives, friends, and associates who hold 
us in esteem. We may fear our own indis- 
pensability to the team, doubt the value of our 
work contribution, or be obsessed with ideas 
about possible loss of professional competence 
and status. Driven by anxiety we may show 
excessive zeal and devotion to service, setting 
unrealistic standards of performance for our- 
selves and others over long hours and with- 
out adequate provisions for rest. Or if the 
dread is more severe we may experience feel- 
ings of panic, nightmares of injury and self 
destruction, or may suffer psychosomatic dis- 
comfort with headache, chest or abdominal 
pains, digestive disturbances, et cetera. 

And, in its most distracting form, fear may 
present itself as nameless, without any reason. 
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Certain amount of fear is normal 

The listing of possible fears may be ex- 
tended almost indefinitely, but it is less our 
purpose here to present a catalog than it is to 
establish certain principles. The first of these 
is largely self evident: In any major disaster, 
such as military attack, a certain amount’ of 
fear is to be expected as a normal part of 
individual reaction. Fear is an instinctual, 
automatic reaction to dangerous situations. 
As an emotion fear alerts the mind to danger 
and, in the normal individual, facilitates self- 
protective behavior by shutting out many 
thoughts which are likely to interfere with 
achieving personal safety. As a physiologic 
response fear marshals body reserves and 
serves to prepare the individual for emergency 
action. Although many of us are trained to 
be ashamed of our fears there are times when 
it is valuable to be afraid. When the external 
danger is real and clearly perceivable the 
effort to ignore or deny fear can be not only 
foolish but actually harmful. Such suppres- 
sion can lead to abnormal blood-pressure rises, 
gastrointestinal upsets, cardiac disturbances, 
and a host of other disturbances, besides con- 
suming and wasting valuable energy. 

Fear and stress may have to be sustained 
over long periods of waiting, when the quan- 
tity and type of available activity fall short 
of that adequate to allay fear. Modern war- 
fare leaves us no really safe place to which we 
can run, and the threat of atomic attack 
places all people alike in the harrowing posi- 
tion of dreading something about which they 
can do almost nothing. Under these circum- 
stances fears which cannot be allayed must be 
tolerated by each individual, but the level of 
tolerance can generally be raised by indi- 
vidual acceptance of fear, group sharing of 
the experience, and anticipatory resolution of 
feelings. 

When we expect to be afraid and know 
that fear is expected of us and shared by 
others, our defensiveness about fear is minim- 
ized. Concern is frequently expressed lest 
a permissive attitude toward fear encourage 
people to amplify their feelings beyond con- 
trol. However, it was found by the armed 
forces in World War II that men seemed no 
more afraid when their commanding officers 
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helped them to discuss their fears, but rather 
seemed more comfortable and better able to 
discharge their duties. 

This heppens when people have the oppor- 
tunity to discuss their feelings in pairs or in 
groups. The sharing of,feelings seems to ac- 
complish several things. First, it gives the 
individual a chance to substantiate further the 
“reasonableness” of his own feelings and to 
compare the strength of his own reaction with 
those of others around him. If such discus- 
sions are conducted by a skillful group leader 
he can often help individuals with those fears 
which do not seem directly pertinent to the 
immediate situation. Second, it raises morale, 
helping group members to work better despite 
their fears. At the same time the group itself 
gains a greater solidarity upon which indi- 
vidual members can rely in moments when 
their spirits lag. The important generaliza- 
tion in this connection seems to be that when- 
ever any feeling or problem, fear being only 
one important example, becomes significant 
for any substantial part of a group the 
strength and even the integrity of the group 
may depend upon the readiness with which the 
problem is brought into the open. Fears, 
jealousies, animosities, and even strong feel- 
ings of pride, attractions and clique forma- 
tions within the group, can weaken the group 
if allowed to go unrecognized, whereas a frank 
discussion and handling of them can do much 
to strengthen group solidarity and individual 
morale. 


Some fears can be resolved 

Most of the. material so far presented has 
dealt with technics which help the individual 
to face his feelings but little has been said 
about the things which can be done to lessen 
the force of the feelings. Some of our fears 
and feelings predisposing us to fear can be 
partly resolved by seeking to face them in 
anticipation of the actual disaster. For ex- 
ample, it will be a common experience for 
civil defense workers to want to run to the 
aid of their families when their assignments 
demand that they be elsewhere. Transporta- 
tion facilities may be nonexistent, and all 
streets or roads blocked or dangerous to use. 
The nurse finds herself at the time of an at- 
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tack at some distance from both her home and 
her assigned post. Which way does she go, 
and what feelings does she have to face in 
making her decision? 

Furthermore, the nurse whose entire pro- 
fessional background has stressed high ideals 
of service and the subordination of her judg- 
ment to that of the doctor may find herself 
having to make the decision to pass over 
critically injured people, leaving them to die. 
She may face an obstetrical emergency with 
no doctor available and nothing to help her 
but her previous experience and the admoni- 
tion “Do the best you can.” And in addi- 
tion, while she is struggling with her own 
feelings of inadequacy families of the in- 
jured will often beseech her for help or 
berate her for withholding it. The mother she 
has just delivered may reject her new baby 
or sharply criticize the nurse for the care she 
has given her and her child. 

Such situations, and many more like them, 
will arise and can do much to discourage and 
harass the nurse who has not built up her 
emotional defenses beforehand. Undoubtedly, 
the best way to secure help in meeting these 
feelings in advance is to participate actively 
in civil defense training which includes the 
setting up of a variety of realistic problem 
situations, working out feasible solutions to 
the problems, and discussing group feelings 
about these solutions. 

Fear, like most of our other emotions, pre- 
pares us for action. The individual will feel 
the need to act for as long as the threatening 
situation exists or until the fear is relieved by 
appropriate activity. During a.disaster period 
we cannot ordinarily look for any immediate 
improvement in the situation, so most people 
seek out activities which allow them to “work 
off” their fears. Most people want to work 
in an emergency or can readily learn the value 
of activity if they are given jobs to do. How- 
ever, this implies the need for considerable 
foresight and planning on the part of group 
leaders in order to utilize the energy mobilized 
by fear in significant types of work and, at 
the same time, to protect the individual from 
exhaustion in his urgency to “keep going.” 
Obviously, definite assignments and _alloca- 
tion of responsibility in preliminary civil de- 
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fense planning can do much to provide safe- 
guards, but these still do not eliminate the 
need for each group leader to know what the 
various members of his team are doing and to 
alter assignments to meet the varying and 
temporary needs of individuals in the group. 
The importance of preventing exhaustion and 
providing adequate rest has already been dis- 
cussed in the general section and the informa- 
tion included there is particularly pertinent 
to the assignment of personnel. 

Fear is only one of the important emotions 
which will determine the reactions of an indi- 
vidual to an acute emergency situation. This 
discussion of the fear response is certainly not 
complete and cannot be exhaustively pursued 
in a paper of this kind. However, we hope 
that some indication has been given that emo- 
tional reactions are to be expected among all 
survivors of a disaster, that these reactions can 
be dealt with realistically by people, both 
individually and collectively, and that they 
are of sufficient importance to merit our 
earnest consideration in all civil defense plan- 
ning and preparation. Of the many other 
feelings which might be discussed here we 
shall limit ourselves principally to anger, 
resentment, and their allied derivatives and 
defenses. 


Anger 

Anger and its related sentiments such as 
hatred and resentment share many features 
in common with fear. Their physiological 
bases, for all practical purposes, are identical, 
as are many of the psychosomatic disorders 
accompanying them. Psychologically, fear is 
the response to a threat which the individual 
or group is unable to handle adequately, and 
carries with it no clearcut pattern for action. 
In contrast, anger and its allied feelings grow 
out of a conviction of strength, either indi- 
vidual strength or that borrowed from the 
group. The force of these feelings is directed 
at someone or something, for the purpose of 
overcoming or destroying the source of the 
threat. When an individual or group is con- 
vinced of its strength, anger rather than fear 
is aroused in response to threat. It is char- 
acteristically mobilized when there is frustra- 
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Public Health Nursing and 
One Outpatient Department 


TECHNICAL Cooperation Admin- 
istration program got under way here in the 
summer of 1951. The American University 
of Beirut was granted Tcs funds because its 
existing facilities made possible desired 
courses of study. One of the four regional 
training courses so set up was public health. 


The outpatient department of the University’s © 


Hospital had its face “lifted” through alloca- 
tion of funds for the purpose of integrating 
public health services and teaching into the 
established clinics. 

Five nurses, wearing the familiar navy blue 
uniform and carrying the bag of the public 
health nurse, symbolize the step forward. One 
nurse, Chinese in origin, British by birth, a 
graduate of The Johns Hopkins School of 
Nursing, holds her certificate in nurse mid- 
wifery from Elsie Inglis Memorial Hospital, 
Edinburgh, Scotland. Another, a Lebanese, a 
graduate of the American University’s School 
of Nursing, holds her nurse midwife certificate 
from Queen Charlotte’s Hospital, London, 
England, and is licensed in Lebanon. These 
two make up the nursing membership of the 
home delivery service team. 


Mrs. Bowman is director of the Outpatient De- 
partment, American University Hospital, Beirut, 
Lebanon. 


HELEN DOYLE BOWMAN, R.N. 


In charge of the home visiting program, 
follow-up, contact investigation of communi- 
cable disease, well baby and milk distribution 
services is another graduate of the American 
University’s School of Nursing who will return 
next fall to the United States for further study 
toward her degree in public health nursing. A 
fourth nurse, also Lebanese, graduated from 
the same school of nursing, who has no formal 
public health training but years of valuable 
experience, assists her. The fifth public health 
nurse is the department’s director. 

Public health nursing is not entirely new to 
the outpatient department but its present 
guise changes things. For example, the de- 
partment has its own jeep transport now for 
the public health nursing program. Although 
it leaves much more to be desired because of 
the heavy demand on it by the home delivery 
service alone, this form of transportation 
makes possible opportunities far beyond that 
permitted by foot or tram travel in a city 
where streets seldom are named and dwellings 
go unnumbered. Visual aids for teaching pa- 
tients now tell stories in Arabic of native 
goods, native habits, native babies. The 
meaningless, dustgathering posters in English 
are gone. Children waiting to be seen in busy 
clinics spell C-A-T with blocks bearing the 
Arabic symbols with the same fervor as does 
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Johnnie or Mary in English letters in the 
states. Records, accurately kept, now afford 
statistical evidence for the future. 

There is ongoing activity between the es- 
tablished outpatient clinics and services and 
the public health nursing services. Some of 
the clinics have more contacts with the public 
health nurses than others but as the program 
expands referrals from all clinics will increase. 
A few services, such as mothers’ classes and 
well baby clinics, have been strengthened by 
the development of the public health nursing 
program. 

The public health nurse teaches both stu- 
dents and patients. Marta Boman of Wuo, 
assigned to the Lebanese government as nurs- 
ing adviser for a one-year period, is at present 
introducing the preclinical students of the 
School of Nursing to public health via the 
outpatient department. Margaret Willhoit, 
Uspus, director of the University’s educa- 
tional program for public health nurses, which 
was established in October 1951, will intro- 
duce that department’s students to the same 
area for field experience. This makes for 
close teamwork and understanding. Fifth 
year medical students, students from the 
School of Nursing, and students from the sani- 
tarians’ program attend the public health 
nurses as they make home ‘visits, do follow- 
ups or contact investigations, and deliver 
babies. Referrals from clinics for public 
health nursing care lead to daily contacts be- 
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tween the public health nurse, the clinic 


nurse, the medical staff, and the patient. This 
results in sharing knowledge and an under- 
standing of total patient care. Regular meet- 
ings of the personnel of the outpatient depart- 
ment encourage open discussion not only of 
subjects of immediate interest but also of 
situations of interest to the hospital and the 
community. The introduction just lately of 
volunteers in clerical positions in clinics has 
already paid off in stimulating community in- 
terest. 

All of this sounds finished, complete. It 
isn’t! It is a program just begun. Many 
things are and will continue to be problems. 
These have to be met and reckoned with. In 
this part of the world one does not find ready- 
made the health legislation, universal educa- 
tion, or community enterprise that a visitor 
from here might expect to find in the United 
States. One does find, on the contrary, woe- 
ful methods of sanitation, an almost complete 
and paralyzing lack of communication, ter- 
rible poverty, rigid adherence to age-old cus- 
toms. The language difficulty, particularly 
if one be American, is everpresent, for al- 
though those about him speak from three to 
six tongues, the American usually has knowl- 
edge of his own alone. However, the people 
are ready and willing to learn what is to their 
benefit. They are certainly capable. The 
challenge is here and the beginning is good in 
this outpatient service. 


Learning to Teach in Obstetric Nursing 


MARY LOUISE KELSCH 


I had looked forward to my clinical in- 
struction in obstetrics for three years. Per- 
haps it was curiosity which aroused my in- 
terest but it also may have been my “maternal 
instinct.” My first assignment on the ward 
was to postpartal mothers. When I greeted 
Mrs. M and gave her morning care the height 
of the fundus, the character of the lochia, and 
the condition of her breasts were all fairly 


meaningless terms to me. I felt that there 
must be a good deal to learn in obstetric 
nursing, and I was right. 

I heard mothers asking nurses many ques- 
tions which I knew I couldn’t answer. I was 
confused by the emphasis on teaching pa- 
tients. Looking back I see I had been carry- 
ing out procedures because they were ordered 
by the doctor or because a graduate nurse had 
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asked me to do so. Gradually I became in- 
creasingly aware of the need of knowing 
reasons for procedures and being able to an- 
swer mothers’ questions and comments. 

In time I found I could answer patients’ 
questions about their care and the care of 
their babies with more assurance and con- 
fidence. Pamphlets and books on the ward 
helped me. But when our clinical instructor 
assigned me to teach a mothers’ class I felt it 
was too great a challenge—that with my lim- 
ited experience and knowledge I couldn’t 
teach a group. Nevertheless, with guidance 
and encouragement I formulated a teaching 
plan and taught a class, “The Mother Goes 
Visiting” (physical examination for the preg- 
nant woman). 

I soon found that the nurse must have a 
good deal more knowledge than she plans to 
use in the class and that it takes considerable 
skill to try to instruct a group of individuals 
with varying needs and responses. Questions 
in particular made me aware of patients’ 
anxieties, fears, needs, and personalities. 


“ Questions also convinced me that there was 


much more to learn. Now that I look back 
on this first group teaching experience I 
realize I enjoyed it all, and I found that as 


Emotional Stress 
(Continued from page 328) 


tion, interference, or blocking of customary 
routines, as well as in the face of more serious 
threat. 

Anger is likely to precede or follow fear, 
depending upon the individual’s appraisal of 
the situation. The two feelings are often 
closely intermingled in any threatening ex- 
perience. Anger, like fear, is frowned upon 
by social customs which discourage any dis- 
play of strong feeling. It is often considered 
more adult than fear and may carry with it 
a sense of moral justification. Hence, social 
sanctions may make anger more acceptable to 
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my knowledge grew I really wanted to teach. 

In my maternity nursing assignment I be- 
came more keenly aware of patients’ emo- 
tional reactions. I learned that mothers react 
in many ways—that motherhood was a state 
that could not be taken for granted. Some 
mothers were happy about their babies; some 
feared the baby would be malformed; some 
rejected their babies because they were 
homely; some were oversolicitous about their 
care; and some were a little jealous about the 
father’s attention to the infant. Yes, I 
learned too that fathers must be considered 
in the family picture and that they too react 
in a number of ways. 

Now I am looking forward to taking care 
uf mothers and babies at home during my 
public health nursing field instruction. J’ve 
often wondered what my patients’ homes are 
like and what their family relationships are. 
I'd like to see the home application of what I 
taught and was taught in the hospital. And 
most of all I’d like to, see what happens to 
people when “they go home.” 


Miss Kelsch was a senior student, D’Youville Col- 
lege School of Nursing, assigned for obstetric nursing 
to Buffalo Children’s Hospital, when she wrote this. 


the individual than fear. 

We have already recognized that fear can 
be either an asset or a handicap, depending 
upon the circumstances, and we can reason- 
ably expect the same of hostile-angry feelings 
in view of their close similarity. The amount 
of energy associated with these feelings, if 
invested directly in the defense effort, can 
give much more conviction and meaning to 
the participation of the individual or group. 
The ordinary frustrations and irritations of 
daily living-pale in comparison with hate of a 
common enemy and group solidarity is 
strengthened. 


Part 3 of this article will appear in July. 
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What Kills Us — Officially ? 


ISADORE SEEMAN, M.P.H. 


Ov ICIALLY Uncle Walter died of dia- 
betes. He was one of the more than 35,000 
who, officially, die of diabetes each year. But 
Dr. Burns says Uncle Walter died of a cere- 
bral hemorrhage. And Dr. Burns should know 
because he had treated Uncle Walter for 
more than twenty years. It’s true Uncle 
Walter had diabetes; Dr. Burns had prescribed 
insulin and a controlled diet for more than 
fifteen years and Uncle Walter was always 
faithful in following Dr. Burns’ instructions. 
At seventy-four Uncle Walter had a stroke, as 
many men do in their seventies, and died. 
Officially, though, Uncle Walter died of dia- 
betes. 

Mr. T had syphilis for some time. At fifty- 
three he had a coronary thrombosis and died. 
His doctor said the coronary killed him, as it 
often does men in their fifties—a coronary 
thrombosis not related to syphilis. Officially, 
though, he died of the syphilis for which he 
had been treated. 

These are two cases that illustrate a prob- 
lem. It is a problem that affects perhaps 
375,000 deaths in the United States each 
year. It is a problem that has troubled 
statisticians for some years. But now a solu- 
tion seems to have been found. 

Stated simply, the problem is this: How 
shall we count, officially, a death that occurs 
when the patient has more than one disease? 
It does make a difference, because we plan 
our public health and medical programs on 
the basis of the facts about the diseases that 
cause death prematurely. It is only by know- 
ing what causes death earlier than it needs 

Mr. Seeman was formerly director, Bureau of 
Vital Records, Baltimore City Health Department. 
He is now executive secretary, Health Section, United 
Community Services of Washington, D. C. 


to occur that we can intelligently plan pre- 
ventive services. So the job of counting the 
causes of death is an important one to all of 
us. When a death occurs with more than one 
disease present it is not practical to count 
all of the existing conditions. It is necessary 
to list one disease as the cause of death. 

A decision must be made every time a death 
certificate shows more than one disease in the 
cause of death statement. In recent years this 
happens in about two out of every three cases. 
This contrasts with thirty years ago when the 
reverse was true. Formerly only one disease 
was listed on the death record in two out of 
three cases. In a recent study in New York 
State 75 percent of the death records con- 
tained two or more causes. In a study made 
by the author in Michigan a few years ago 
nearly one fourth of the death records ex- 
amined listed three diseases, nearly one tenth 
listed four or five diseases, and some showed 
aS Many as seven causes. 

This problem of choosing a cause of death 
for the official statistics is not limited to the 
United States, of course. In fact, the solu- 
tion was found at the international level, in 
the deliberations of the World Health Organ- 
ization. If the death statistics within any one 
country are to be consistent, and if they are 
to be comparable between countries it’ is 
necessary to have a uniform plan for selecting 
the statistical cause of death. Until 1949 there 
was no international uniformity. The serious- 
ness of this deficiency was shown in a study 
made by the United States Bureau of the 
Census some years ago. More than 1,000 
death certificates, each containing from two to 
five causes, were sent to seventeen other na- 
tions for tabulation according to their indi- 
vidual joint cause rules. In slightly more 
than one half of these cases there was general 
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agreement on the disease that would be offi- 
cially charged as the cause of death in these 
countries. Under these circumstances we 
could hardly rely on comparisons from one 
country to another. 

For several diseases the method of choosing 
one of many stated causes makes a really seri- 
ous difference. This is true particularly for 
diabetes, syphilis, nephritis, and pneumonia. 
It also affects to some degree tabulations of 
tuberculosis, rheumatic fever, cirrhosis of the 
liver, cerebral hemorrhage, arteriosclerosis. 

How has the problem been solved? Let us 
return to the case of Uncle Walter. When Dr. 
Burns filled out the death certificate he said 
the death was caused by cerebral hemorrhage. 
In the lower section of the certificate, headed 
Other Conditions, Dr. Burns listed the dia- 
betes. This was an accurate statement of the 
case, and the proper use of the death certi- 
ficate form. The form is deliberately divided 
into two parts, the upper section for the causes 
directly responsible for death, the lower sec- 
tion for other conditions which may exist but 
are not directly responsible for death. It is 
important to have both sections because peri- 
odically studies are made that take into ac- 
count the combination of diseases that cause 
death, even though this cannot be done rou- 
tinely. How, then, from this statement by 
Dr. Burns, did the official statistics count 
Uncle Walter’s death as due to diabetes? 

Under the old rules which were used in the 
United States for the last thirty-five years a 
table of joint causes was referred to every 
time a death certificate showed more than 
one cause. This table showed, for every possi- 
ble combination of diseases, which disease was 
to be selected above the other for official tabu- 
lation. In other words, according to this table, 
every time a person who had both diabetes and 
a cerebral hemorrhage died, the death was 
charged to diabetes. So, in spite of the fact 
that Dr. Burns listed the diabetes under 
Other Conditions because he knew it didn’t 
directly cause Uncle Walter’s death, in spite 
of the fact that Uncle Walter was seventy-four, 
had had diabetes—well under control—for 
more than fifteen years, and had a cerebral 
hemorrhage, his death was called a diabetes 
death. 
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US? 333 
LTHOUGH beginning in 1949 we have 
been using a different method which we 
believe is an improvement over the arbitrary 
table of joint causes, there was a good deal of 
justification for the use of the old method for 
so long. It provided, above all else, a system 
which made our statistics uniform all over the 
country. A coding clerk in Alabama would get 
the same result from a death certificate as a 
clerk in Maine. This was particularly im- 
portant during the period when our death 
registration area was growing and when in- 


creasing attention was being paid to the study 


of death statistics. Now our vital statistics 
system has grown up to the point where we can 
discard these arbitrary rules. 

Using the rules for joint cause coding which 
were adopted by the World Health Organiza- 
tion and are applied in many countries, Uncle 
Walter’s death today would be counted offi- 
cially as a death from cerebral hemorrhage, 
as it should be. For the new rules say, essen- 
tially, that the physician who knows the 
patient and who completes the death certificate 
should make the judgment of the disease to 
which the death should be charged. A disease 
which he places under Other Conditions can 
no longer be considered the underlying cause 
of death. 

This change of rules will give us death 
statistics which will more truly reflect actual 
causes of death. It will mean, however, a 
break from the past, so that we will no longer 
be able to compare death rates of ten years 
ago with those of ten years from now, at least 
for certain diseases. Here, for example, is 
what a recent study of the change in rules 
shows. For the year 1949 the National Office 
of Vital Statistics tabulated a sample of 
144,000 deaths in the United States under 
both the old and the new rules. Under the 
old rules nearly twice as many deaths were 
charged to diabetes as should have been. 
Using exactly the same records the diabetes 
death rate in the United States in 1949 would 
have been 28.5 per 100,000 population by the 
old rules and 16.5 under the new. In the 
sample studied 4,228 deaths were listed under 
diabetes by the old rules and only 2,453 by the 
new. What is the effect of this change? In 
1948 diabetes ranked as the ninth cause of 
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death in the United States, with a rate of 26.4. 
If the new rules had been in effect the rate 
would have been 15.3. This would drop. its 
rank from ninth place to about eleventh place. 
Thus, instead of roore than 35,000 deaths 
probably some 22,000 should actually be at- 
tributed to this disease in the United States 
each year. 

In the case of syphilis instead of a record of 
over 11,000 deaths in 1948, the new rules 
would give a figure of less than 8,500. Deaths 
from nephritis would drop from 77,000 to 
30,000. Pneumonia deaths would stand at 
38,000 instead of 51,000. Tuberculosis deaths 
would drop approximately 1,000 to a total 
of 42,000. 

These decreases must, of course, be made 
up by increases in deaths from other causes. 
Arteriosclerosis, for example, should be 
charged with more than 28,000 deaths rather 
than the recorded 25,000.. And rheumatic 
fever should be accountable for more than 
1,500 deaths rather than fewer than 1,000 as 
recorded. 

Here is the familiar list of the ten leading 
causes of death. But the order is changed, for 
the diseases are ranked according to the new 
rules. 


1949 Provisional Death Rate 
Per 100,000 Population 


New Rules Old Rules 


Cause of Death 


Diseases of the heart 352 322 
Cancer 137 136 
Cerebral hemorrhage 101 90 
Accidents 59 62 
Certain diseases of early infancy 42 39 
Pneumonia and influenza 28 35 
Tuberculosis 26 28 
General arteriosclerosis 21 18 
Nephritis 19 50 
Diabetes 16 28 
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they are still heart disease, cancer, and cere- 
bral hemorrhage. Also in their same rank are 
pneumonia and influenza in sixth place and 
tuberculosis in seventh place. But the other 
leading causes are put in a new light. Now all 
accidents, motor vehicle and others, are 
lumped together and rise to fourth place. In 
fifth place is a new group of the major diseases 
of infancy. Prematurity is chief among these; 
under the old plan it alone ranked eighth. 
General arteriosclerosis, formerly not in the 
select list of ten, now holds eighth place. 
Nephritis drops from fourth to ninth place. 
In last place now is diabetes—officially. It 
would fall even lower if, as in the past, the 
accidents were considered in two groups, motor 
vehicle and other. It would thus drop out of 
the list of the ten big killers. 

Be on guard—statistically. It will appear, 
from official tables, that the diabetes death 
rate dropped remarkably from 26.4 in 1948 to 
16.5 in 1949, It’s just an illusion. Remem- 
ber: The rules have changed about what kills 
us—officially. 


Editor’s note: The sixth revision of the Inter- 
national List of Diseases and Causes of Death was 
approved by the World Health Assembly in 1948 
for use by member nations in 1949 or 1950. The 
United States adopted it in 1949. The original ver- 
sion was published in 1900. 

The effect of the sixth revision is being studied, 
but it will be several years before this study is 
completed. In the meantime a 10 percent sample 
of death certificates filed in 1949 and 1950 was 
coded according to the fifth and sixth revisions. 
From these data a comparability ratio was obtained 
which serves as a correction factor if one wishes to 
compare data coded by the fifth revision with data 
coded by the sixth. 

The sixth revision provides among other things 
(1) a single list for morbidity and mortality (2) 
the primary cause of death (3) a proposed form for 
tabulating multiple causes of death (4) new code. 
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The Diabetic Goes to School 


IAURIEL GUNTERT, R.N., and ELIZABETH HENRY 


I A CLASS FOR diabetics needed in your 
community? After our nurses reported they 
had frequent requests for class instruction 
from the patients they visited we gave serious 
thought to the question, and we decided the 
answer for Rochester was “yes.” 

As a first step we invited a group of physi- 
cians to a luncheon meeting to discuss the 
idea with them and to obtain their approval, 
guidance, and suggestions for content material. 
These physicians were chosen because we 
knew they care for large numbers of diabetics. 
They themselves at the meeting estimated 
that they directed the care of 90 percent of 
the diabetics in the county. Their recom- 
mendations were carefully considered by mem- 
bers of our educational unit and a teaching 


’ outline was drafted. We then sent the outline 


to the physicians and invited them to a second 
meeting to discuss the plan in detail. There 
was a great deal of give and take, with conse- 
quent changes made in the original plan, but 
in the end all agreed on the content and 
methods for a series of classes. 

We recognized the importance of publicity. 
Two weeks before the first class was scheduled 
a notice was sent to the local newspapers say- 
ing that all diabetics in the city were invited 
by the VNa to attend a series of six classes. 
The release gave details about the days and 
the time (from two to three-thirty) and 
about the place and registration requirements. 
A fee of four dollars was set but this was 
adjustable. Patients had to have their physi- 
cians’ permission to attend. 

At the same time a letter describing the 
project was sent to a large group of doctors 
and to hospital clinics. A supply of cards for 


Miss Guntert is education supervisor and Miss 
Henry is nutrition consultant, Rochester (New York) 
Visiting Nurse Association, 


the doctors to send to their patients and re- 
ferral cards on which they could note instruc- 
tions to their patients were also sent to the 
physicians. 

The first series was held in the afternoon. 
However, succeeding classes have been held in 
the evening because we soon learned that 
many diabetics interested in attending classes 
are working people unable to get away in the 
daytime. Others are mothers of small chil- 
dren who depend upon their husbands or other 
adults to serve as baby sitters at night. Rela- 
tives are encouraged to attend the classes in 
order that they may understand the many 
problems diabetics face and be prepared more 
adequately to act in case of an emergency. 

The number of student participants in the 
classes is limited so that there may be ade- 
quate space and supervision for the practice 
periods in insulin technic and urine testing. 
Lectures can be held at headquarters in a large 
room on the ground floor in close proximity 
to the kitchen and lavatory. These rooms pro- 
vide excellent places for the practice periods. 

The series consists of six classes of one and 
a half to two hours each. The teaching is 
done jointly by the public health nurse and 
the nutrition consultant, each having major 
responsibility for specific classes. 

Class 1. Orientation. This is a general 
introductory period providing opportunity for 
the students to become acquainted with one 
another and with the instructors. Topics 
discussed include the definition of diabetes, 
its symptoms, detection, incidence, and compli- 
cations. Emphasis is placed on the value of 
living with the condition successfully and 
happily. 

Class 2. The use of insulin. Discussion 
centers about the kinds and strengths of insulin 
and the care of equipment. A demonstration 
of the giving of insulin is followed by a prac- 
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tice period during which individual members 
of the group use their own needles and 
syringes. An exhibit is set up showing the 
various supplies on the market, such as a 
tray for home equipment, the diabetic travel- 
ing ‘kit, the Cornwall syringe, the syringe 
magnifying glass, the automatic syringe, and 
an enlarged diagram of the syringe and needle. 

Class 3. The normal diet adapted to the 
diabetic. The importance of diet to the dia- 
betic in the control of his condition is discus- 
sed. This has been stressed in the previous 
session in relation to the insulin ordered by 
the physician. The few necessary changes to 
make the usual good family diet a good dia- 
betic diet are demonstrated. An understand- 
ing of food equivalents in food value of 
carbohydrates, proteins, and fats is taught 
by the use of exchange portions of various 
foods. Two kinds of illustrative materials are 
used—colored pictures of food and actual 
foods when pictures are not available. 

Class 4. Food from the family table. The 
importance uf correct spacing and regularity 
of meals is stressed Great variation and some 
unsafe practices among the patients are usually 
discovered during the course of the class 
discussion. The desirability of selecting from 
foods used by the family is emphasized. Other 
points made are the ease of substituting fruits 
for other desserts, the availability of un- 
sweetened canned fruits, and the importance 
of reading labels on cans. Special diabetic 
foods are discouraged because all that is gen- 
erally needed is to control the size of the 
serving of usual foods. How to select food 
when eating out is considered. A cafeteria 
setup of food models allows for practice in 
selection of the day’s meals. 

Class 5. Testing progress. Printed charts, 
posters, blackboard sketches, and demonstra- 
tions are used in presenting material about 
urinalysis, determination of blood sugar and 
weight. To show probable reactions for sugar 
in testing urine with Benedict’s solution a rack 
with five test tubes containing paraffin models 
colored with vegetable dyes is used. We ex- 
perimented with using other models but found 
the paraffin method more satisfactory. Pa- 
tients are encouraged to keep a chart in the 
form of a calendar, recording urinalysis re- 
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sults with colored crayons. They can take 
their charts to their doctors on scheduled 
visits. A demonstration with three kinds of 
materials for testing urine is given. The class 
members then practice testing urine specimens 
with the testing materials prescribed by their 
own physicians. 

Class 6. Living a normal life with diabetes. 
This is a tying together of the material intro- 
duced in the previous classes and is taught by 
both instructors. Members are asked whether 
they are carrying sugar or some form of con- 
centrated carbohydrate to avoid insulin shock. 
Also, a check is made on diabetic identification 
cards which were distributed during the first 
class. These cards contain the name and 
address of both the patient and his physician 
or hospital, the fact that he is a diabetic, and 
the amount and kind of insulin he is taking. 
At one final session last summer a picnic supper 
was held on the terrace. Food was varied to 
enable each diabetic to choose a meal to meet 
his own requirements. The nondiabetics who 
were present were amazed at the wide selection 
available as well as at the generous amounts 
allowed on the average diabetic diet. This 
experience gave the diabetic a feeling of con- 
fidence in choosing meals when eating at a 
restaurant or in the home of a friend. At 
another session the slides and recordings from 
Taking Care of Diabetes were shown as a 
summary of class content. We decided to 
show one or two films at each future class, as 
the members particularly enjoyed this type 
of visual aid. 


New Problems, New Solutions 
Each class presents new and varied problems 
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necessitating constant change and adaptation 
in class presentation. Group teaching is done 
on an informal basis and there is much dis- 
cussion by the class. Teaching is also often 
done on an individual basis in private con- 
ference before or after class, as there is fre- 
quently a difference in the “diabetic age’”— 
that is, in a class of sixteen there may be two 
who have had diabetes fifteen years or more, 
eight who may have had it three years, and 
six who may have had it less than a year. In 
addition, chronological age, which is also a 
factor, necessitates modifications in teaching 
to meet individual needs. 

Group teaching offers a challenge for work- 
ing out some unique problems. Several mem- 
bers of one class were taking vacation trips 
across the country by car and were interested 
in finding a way to carry their insulin safely in 
temperatures above those thought safe for 
insulin. Suggestions were made by class mem- 
bers, resulting in a class experiment. An 
insulated bag was obtained, the corners were 
tightly packed with newspapers, and a can of 


frozen orange juice was placed in the bag. 


A thermometer inserted in the bag was used 
to check the temperature at intervals. The 
top layer was packed with newspapers be- 
fore sealing the bag. The first reading 
was taken at the end of four hours, the 
second after twelve hours. It was thought 
that this method could be used by the dia- 
betic if traveling was done in extreme heat. 
The heat loss was little and the insulin could 
be refrigerated at night and the orange juice 
consumed if it had melted. The kit could 
then be repacked the next morning merely by 
visiting the nearest frozen food store. It also 
means that orange juice is readily available 
in an emergency. 


Values of Group Teaching 

The advantages of group teaching are 
many. Patients benefit from group discus- 
sion. Informality is a keynote in the classes 
and members feel free to ask questions and 
discuss their own problems. The fact that 
Mr. Benson had experienced an insulin re- 
action very similar to Mr. Reed’s makes Mr. 
Benson feel that he is not so different after 
all. Miss White, a clerical worker commuting 
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from a rural home, finds she must plan her 
time more carefully in order to take her in- 
sulin, do her urinalysis, and eat the sub-— 
stantial breakfast prescribed by her physician. 
Miss Mason, a city resident employed as a 
factory worker, has thetsame problem, as she 
must arrive at work at a very early hour. 
The diabetic who has received his diabetic 
instructions in the hurried moments before 
being discharged from the hospital finds many 
problems confronting him when he tries to 
carry out his technic and routines at home. 
The group provides opportunities for the in- 
structor to observe those who need further 
help and supervision, and several of these 
diabetics are visited in their homes, either be- 
tween classes or upon completion of the 
course. All are informed that they are only 
as far away as the telephone and nursing help 
is readily available to them. 

Another benefit obtained by the diabetic 
from group participation is the promotion of 
a healthy attitude toward his condition. The 
fact that he is up and about and can attend 
a class session rather than have a nurse visit 
him at home lessens the feeling of restriction 
and dependence caused by illness. The use of 
the words “patient,” “illness,” or “disease” is 
intentionally avoided throughout the class ses- 
sions. The members of our classes have a 
condition with which they learn they can live 
safely, happily, and conveniently. 

Books are available for loan to members of 
the class. The selection was approved by the 
Medical Advisory Committee. Some books 
are the property of the Visiting Nurse Associa- 
tion library and others belong to the Rochester 
Public Library. 

What about the VNna staff? The staff, too, 
has become more aware of the diabetic’s prob- 
lem. During a recent National Diabetic Week 
samples of urine-testing material were given 
to every staff nurse, practical nurse, and 
affiliating student. A total of 896 tests was 
made. Of this number twenty-six showed a 
trace of sugar, eight were one plus, eleven 
were two plus, three were three plus, and six 
were four plus. The tests were done on our 
own staff, patients, and members of their 
families. None of these was knowingly spilling 
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Automobile Plan in a Private Agency 


How the VNaA of Detroit uses a reserve 
fund to help staff nurses purchase cars. 


DOROTHY N. KELLY, R.N. 


‘Dw PROVISION of cars for public health 
nurses has gradually changed from a chronic 
dilemma to what might be called an acute 
exacerbation of a chronic dilemma. The 
original problem has been magnified by a 
shortage of nurses and by the increased cost 
of living which is especially hard on public 
health nurses. Salaries are barely adequate 
for everyday needs and leave no surplus for 
buying cars. The purchase price and the 
cost of upkeep of cars are now so high that 
relatively few nurses can squeeze out of their 
budgets either the necessary down payments 
or the carrying charges of new cars. 

The Detroit Visiting Nurse Association 
has been grappling with the car problem for 
lo, these many years. We have not completely 
solved the problem but we do manage to keep 
in running distance of the goal. Frequent 
reevaluation of our automobile plan, with ad- 
justments as needed or as forced upon us by 
changing circumstances, has kept us from 
being overwhelmed either by a ruinous short- 
age of staff or by an inability to cover our 
car districts. The continuous reevaluation and 
the willingness to change tactics are most 
necessary. 

The automobile plan has for many years 
included provision for agency-owned cars and 
an allowance for personally-owned cars. 
Basically the plan has not changed and prob- 
ably will not. What does change as a result 
of our reexaminations are the proportion of 
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agency-owned to nurse-owned cars and the 
rates and methods of payment of car allow- 
ances. We add to our agency-owned fleet 
from time to time, as we are unable to rent 
from our nurses the number of cars we need. 
It seems justifiable to us to use in whatever 
fashion is feasible all the money we have 
available for transportation. 

What seemingly radical changes we have 
made in our system have been in our nurse- 
owned car allowances. Our plan is a modifica- 
tion of the Metropolitan Life Insurance 
Company’s system; it includes a_ reserve 
fund and a mileage allowance payment. Each 
driving nurse is assigned to a zone according 
to her monthly mileage and is paid the going 
rate—at the minute it is 5 cents a mile— 
each month. In addition to this a flat amount, 
at present $20—$16 for depreciation and $4 
for insurance—is put each month into her 
account in the reserve fund. The combined 
payments average approximately 8 cents a 
mile, but those driving fewer miles receive a 
higher rate to balance the cost of fixed charges. 
The money in the reserve account is the 
nurse’s money. She may draw on it to pay 
her insurance or to replace her car. If she 
leaves the staff the entire amount accrued is 
hers. This plan has worked well for many 
years because when the need is indicated the 
rates of payment are examined and adjusted 
upward in relation to costs. 

This plan, however, has one flaw in times 
such as these. Cars can only be hired from 
nurses when nurses have the cars to hire. 
Fewer and fewer nurses can afford to buy cars 
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—particularly the first one. Thus more and 
more nurses come to us without cars and with 
no prospect of getting them. 

We have found at least a partial solution to 
this stumbling block. In July 1951 the Board 
of Trustees voted that the VNa make available 
to nurses the amount that would accrue to 
them in the reserve fund for car depreciation 
over a four-year period. Thus the nurse may 
borrow without interest $768—48 times $16— 
and pay it back over a period of four years 
by having her monthly depreciation amount 
go into the general fund rather than into 
her own account. Many nurses using the plan 
pay extra amounts each month, but they are 
not required to do so. Of course, we use safe- 
guards in the lending of the money. Each 
nurse who borrows through the reserve fund 
signs a chattel mortgage in the amount she 
has borrowed. 

We have used our automobile reserve fund 
for the revolving fund but have protected the 
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sugar. All twenty-six were rechecked and all 
those showing positive results are being fol- 
lowed to make sure they are under medical 
care. The number of tests done this year was 
far larger than the number done a year ago. 
We believe the diabetic classes and the result- 
ing “awareness” were important factors. 

Instructors benefit from their contacts with 
these diabetics, for much is gained from hear- 
ing discussions of actual experiences. Such 
discussions have not usually appeared in text- 
books. 


Summary 

Diabetes takes precedence over most chronic 
conditions in presenting a challenge to the 
individual diabetic, his family, his physician, 
the nurse, the nutritionist, the social worker, 
and the community. The diagnosed diabetic 
is largely responsible for the effective manage- 
ment of his own condition, but it is only with 
the guidance, encouragement, and understand- 
ing of the other groups that he may be ex- 
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money—which actually belongs to the nurses 
—by setting aside association funds as a 
cushion or a kind of collateral. We are not 
permitted to lend out of the automobile re- 
serve fund an amount larger than the cushion- 
ing funds we have on hand. From time to 
time, when the association funds became avail- 
able, we have increased the number of loans 
up to the amount of money we have as col- 
lateral. 

We have found this plan helpful in our 
transportation problem. It is one that could 
be adapted to any agency situation where 
an adequate car allowance can be paid. It 
would not require such a reserve fund as the 
Detroit VNa has in its car allowance plan. 
Any revolving fund would do. Need we say 
that a successful, extensive plan will of neces- 
sity tend to stabilize a staff? 


This is the fifth article in a series on cars for 
public health nurses. 


pected to keep his diabetes under control, 
establish normal family relationships, be an 
independent, self-supporting individual, and 
a useful member of his community and society 
at large. He, too, can teach us through his 
practical experiences to help others. Diabetic 
classes are one tool which can be employed to 
help him. Let’s meet the challenge! 
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Some Emotional Aspects of Poliomyelitis 


MILES D. GARBER, Jr., M.D. 


ne is an acute physical ill- 
ness with attendant pain and immobility of 
the body. The patient is frequently removed 


from home and isolated in a strange environ-; 


ment. Long convalescence, which is usual, 
may result in complete recovery, recovery with 
minor residual damage and adequate muscular 
compensation, or sometimes recovery with 
severe damage and conspicuous crippling. 

We would expect to find that every aspect 
of the disease process would influence the 
patient’s emotions in some way. We can find 
nothing to suggest that there is a specific 
all-inclusive psychological reaction to polio 
as such. Children with crippling osteomye- 
litis or those afflicted with chronic rheumatic 
heart disease have illnesses which have many 
similarities to poliomyelitis. In a sense any 
one of these diseases is superimposed on an 
already functioning personality. 

The newborn infant’s relationship to his 
mother is the most important factor in his 
life. The mother cares for all of his needs, 
and relieves him of all discomforts, whether 
external or internal. She has an important 
and indispensable place in his life and others 
have little meaning to him at that time. 
Through the mother he not only finds his needs 
satisfied but also gets his first taste of an 
interpersonal relationship. It is not until the 
second year of life that the child begins to 
relate well to others. This early period is one 
of a great and necessary dependence on the 
mother and, if his needs are met, he then 
has the strength to begin to grow up. 

From birth (and of course while in utero) 
we are aware of the infant’s motor apparatus. 
Even when a baby is very young we can 
clearly see the great pleasure he gets by 
thrashing his arms and legs about in the 
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air, and, later, his tremendous enjoyment 
in creeping and finally in walking. This 
development of the motor apparatus and 


_ motor skills is one of the child’s satisfactions 


which gradually helps to wean him from a 
dependent relationship to the mother. Child- 
hood and, for the most part, adolescence are 
the periods during which the individual de- 
velops more and more complicated motor 
skills in preparation for the competition of 
adult life. When we listen to children talk 
we find that there is a great deal of competi- 
tiveness in motor activities and a great pride 
in accomplishment. The child frequently asks 
the parent to witness some remarkable new 
feat of skill, asks in so many words for praise, 
and argues at great length about his ability to 
outrun, outjump, outthrow, all other competi- 
tors. He talks about his desire to grow 
bigger and more skilled in order to be like 
his parents. He is very proud of his own 
body and the parents are frequently called 
upon to measure his height, weigh him, or 
comment about some aspect of his physical 
structure. 

Associated with the pride of body the child 
has a great dread of physical injury and de- 
formity. This is especially true when he is 
about three, and it is usually verbalized a great 
deal for several years. This dread remains of 
considerable concern to an individual through- 
out his life and even though not verbalized 
lurks beneath the surface and is apparent in 
much day-by-day behavior. 

At adolescence a perfect body, developed 
and skillful, is important in seeking a love 
relationship. For example, we all know how 
seriously adolescents react to acne—their 
terrible shame and fear that no one will like 
them. 

A patient brings to an illness the sum of 
all his life experiences. He may or may not 
have been well adjusted before but his han- 
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dling of the disease will be based on the previ- 
ous adjustment. It is extremely difficult to ar- 
rive at a definition of a normal person. We con- 
sider it normal if a person has several colds 
a year, or has a relatively minor physical de- 
fect. Yet a cold is a disease, and to have a 
disease is not normal. The same reasoning 
can be applied to psychopathology—no one 
is entirely normal. We all have defects and 
these will show from time to time throughout 
life, depending upon the stress applied to an 
individual at a particular time. 

The child who suddenly becomes ill, de- 
velops pain and immobility of his limbs, 
necessitating hospitalization, is in a distressing 
state. A child of one or two years of age faces 
an abrupt separation from the most important 
person in the world—his mother. He es- 
pecially needs his mother because he is in 
pain and wants her help. The great pleasure 
derived from moving about is gone. He has 
retreated to as babyish a state as one can, 
which makes him need his mother more. This 
reaction is found in every individual who be- 
comes ill, whether adult or child. A common 
example is the boy of seven who generally 
arrives home only for meals and at bedtime, 
spending the remainder of the day in play. 
When he wanders into the home at ten in the 
morning, sits about, wants mother to do many 
things for him, and finally is content to curl 
up on her lap as he did at two years of age, 
you know that he is sick. He is interested 
only in himself and turns, as he did in infancy, 
to mother. The sick person becomes self 
centered and irritable and regards people as 
instruments who should take the illness away. 


HIS SEPARATION from mother which 

occurs at the onset of poliomyelitis is 
particularly damaging to the young child and 
if prolonged over many months may result 
in irreversible changes in personality. Studies 
of infants removed from their mothers for 
many months indicate that they develop a 
depressed reaction in a short time and, if no 
adequate mother substitute is provided their 
emotional, intellectual, and physical develop- 
ment stops. The older the child is when he 
contracts polio, the less danger there is of 
the development of irreversible changes in his 
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personality. We consider the nurse as the 
natural mother substitute, but no matter how 
well she loves children she will be a very 
inadequate mother, since she comes and goes 
so frequently and is too busy to satisfy en- 
tirely the child’s heightened emotional needs. 

Every patient will be childlike for a while 
and one can expect many symptoms. These 
may include demands for attention, irrita- 
bility, selfishness, insulting and naughty be- 
havior, and temper tantrums. It is well to 
remember that the real motivation of this 
behavior is not innate meanness but a plea 
to “please help me get well soon.” It is a 
strain to keep this idea in one’s mind in the 
face of an unreasonable, uncooperative patient, 
but it is necessary if one is going to serve the 
patient in the best possible way. The co- 
operative, lovable patient is no less dis- 
tressed than the depressed or uncooperative 
one but he is simply using a different tech- 
nic, found pleasing to those in his environ- 
ment, to accomplish his ends. With pro- 
longed corivalescence and the presence of 
physical deformity the dependent needs may 
be so strong that the patient will have no 
further desire to look after himself. Everyone 
has strong dependent needs and, in some 
circumstances, such as exist in polio, may 
abandon his acquired independence and be 
perfectly willing to have someone else look 
after him. This patient will not try to help 
himself and in some cases may remain de- 
pendent. 

This point has some bearing on the crip- 
pling effect of polio. A large part of one’s 
independence comes through the develop- 
ment of physical skills and it is well along in 
childhood before one develops intellectual 
means of acquiring independence. The crip- 
pled child is deprived of one of his chief sources 
of pleasure and one of the chief means of ex- 
pression. It is very easy for the child to give 
up in the face of his handicap since he has 
been deprived of so much. In addition to all 
this his self esteem is injured—he can no 
longer be as proud of himself as he had been 
—and when this child frankly says, “I now 
am different, people will not like me, and will 
make fun of me” there is this implication “I 
look upon myself with disgust.” The younger 
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one is, the more difficult it is to find other 
satisfying outlets. 

Most polio patients experience a good deal 
of fear. An occasional patient who relates 
well to the doctor, nurse, or others may con- 
fide in them by telling them how frightened 
he is and what a terrible state he is in, al- 
though this may be not true. Usually the 
unspoken fear is reflected in difficult behavior 
or in being very good. One of the chief ways 
of handling the fear is to deny it. The indi- 
viduals will act as though nothing is wrong. 
One may never get a hint in talking with a 
seriously damaged patient that he knows he is 
convalescing from a long illness which will 
leave him permanently crippled. Such an 
individual might tell about the feats of skill 
he is going to perform when he gets home 
although it is apparent that he knows he never 
again will be able to do these things. One 
sometimes wonders how they can avoid the 
obvious, but a human being may react in that 
way if confronted by a fact too devastating to 
face. Much of the “acting up” of the patient 
with polio in the convalescent and orthopedic 
wards is an attempt to deny a physical handi- 
cap. It has been noted how overactive children 
become when let out of restraint. The same 
thing can be seen in children convalescing 
from rheumatic fever—they jump about in the 
cribs constantly. This reaction is caused 
partly by the tremendous need for energy 
outlet through activity; it is also a means of 
denying that there is anything wrong. Some 
patients handle their feelings by becoming 
delinquent. The crippled or deformed person 
often is the chief character in movie or mystery 
stories. Here the individual in effect says 
to himself, “I have paid a terrible price for 
something for which I was not responsible. I 
now have the license to do anything I wish.” 
He is then able to engage in all sorts of anti- 
social behavior without any guilt. There are 
many individuals who have either no crippling 
or a very minimal amount who react as though 
they were “through for life.” 

The following material illustrates the vary- 
ing effects of polio on five individuals. 


1. An eighteen-year-old boy in his first year of 
college, who had been active in wrestling, basketball, 
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and track, developed polio with paralysis of both 
limbs. After a long convalescence he was left with 
moderate atrophy and weakness of both legs. Dur- 
ing convalescence he tried to regain muscular 
strength and remembers saying to himself, “There is 
nothing wrong with me. It’s all in my head. My 
legs are okay.” He would then try to demonstrate 
this hypothesis by attempting to jump, and, of 
course, not being able to jump, he failed to prove 
his point. This continued for weeks until finally 
tie bitter fact was accepted—that he was going to 
be partially crippled for the .rest of his life. 


Denial was apparent at first, but fortunately he 
later was able to accept the truth and now as an 
adult has developed many assets other than physical 
ones. He has made a satisfying and useful place 
for himself in society. In spite of the fact that 
the disease came at a late age there is evidence of 
the tremendous injury to self pride, and the wish, 
“T am just as strong as ever,” is apparent. 


2. A boy of seven, while convalescing from polio 
which affected his legs, was given a famous classic 
to read. In the introductory pages he read that 
in the clan men who were not wide enough at 
the shoulders and tall enough to fill a doorway 
were reduced to an insignificant position in the 
group. To this day, in spite of attaining a college 
degree, a professional degree, and making a success- 
ful social adjustment, he finds it impossible to read 
the book. He says, “I can’t get by those first few 
pages.” He does not want to face the fact that 
in some circles puny (crippled) men are looked 
down upon. 


3. A twenty-five-year-old white single woman 
from a wealthy socially prominent family had suf- 
fered a mild attack of polio when she was nine 
years of age. She is a beautiful well built girl, 
dresses well, and, as far as one can detect, she is 
fully recovered. 


As a child she was jealous of an older sister who 
later was recognized as a national beauty. (The 
patient was fully as beautiful as her sister.) After 
the illness she concluded that she was unwanted, 
ugly, and irreparably damaged as a result of the 
disease. She found some satisfaction in eating and 
finally became obese. Then she used this as a 
reason for people to find her unattractive. She did 
have a reason for feeling unwanted, for when she 
was five years old her mother sent her to a girls’ 
camp, where she was homesick, and earlier in life 
she was cared for by nurses while the mother took 
frequent trips to Europe. 

She was unable to decide how she had been ruined 
by the disease until she read that polio may cause 
a “brain disease,” whereupon she decided that she 
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had some irreversible brain damage in spite of hav- 
ing an IQ of 127, a good vocabulary, and comparable 
academic attainments. She brushed aside these facts 
by saying that the IQ didn’t mean anything, the 
psychologist didn’t know his business for she could 
do much better if her brain worked all right—even 
idiots sometimes exhibit remarkable skill with words 
—that she was pushed through school by the teachers. 

Her problem was primarily relationships to people. 
She wanted to be close to people, but decided that 
no one could like her since she had been ruined by 
polio. Then she unwittingly proceeded to drive 
people away from her by her rejecting behavior. 

She was full of fear and plied the therapist with 
questions about whether he would make a sick person 
like her go to a mental hospital. For three years 
she tried to show her physician how hopeless she 
was and that her fate was eventual incarceration in 
the state hospital—all this in spite of her profound 
fear of being institutionalized. 

Her problems were psychological. The emotional 
problems, which were present long before the at- 
tack of polio, were displaced by alleged physical 
sequelae of the disease. She did not want to accept 
her own conclusion that her mother did not want 
her, so she decided that people did not like her 
because she was ruined. 

4. The next study is of the effects of poliomyelitis 
on a forty-year-old white single woman. She de- 
veloped the disease at seven years of age, shortly 
after her mother had given birth to twins. She was 
left with atrophy of the muscles in the right leg 
and a conspicuous limp. She reacted to the crip- 
pling effect of the disease by becoming a dynamo 
of activity and excelled in many domestic activities— 
painting and redecorating the house, sewing for all 
the family—and denied any “worldly pleasures” to 
herself. She was conscious of pushing herself and 
suffered the tortures of the damned for thoughts 
which most of us would quickly brush aside. 

She became even more upset when her brothers 
and sisters left home and sought treatment at this 
time. There is unquestionable evidence that she 
had felt rejected because of her mother’s attention 
to the new babies and had been jealous of them. 
She looked upon her illness as a punishment from 
God for her evil thoughts, since jealousy and hate were 
to her evil reactions deserving punishment. In order 
to deny her feelings of jealousy she became a loving 
little mother to the twins. The underlying hatred 
came out, however, by such behavior as accidentally 
dropping a baby on the head, and, later in life, by 
carrying on a constant bitter verbal battle with one 
of her sisters. 

Even after long and intense treatment she could not 
face the strong feelings of guilt about her hostile 
thoughts and behavior toward members of her 
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family; nor would she admit to herself what a blow 
the disease was, in spite of the fact that many of her 
activities were curtailed and her ambitions frus- 
trated by the deformity. She discontinued treatment 
and had a lobotomy, which temporarily allayed the 
anxiety and resultant symptoms. All returned soon, 
however, in full force. 

The fact that the woman developed polio at the 
time she had feelings of hostility and jealousy to- 
ward the twin sisters convinced her that she was 
being punished because of her thoughts, and for this 
reason she was never able to gain insight into her 
illness. Another detrimental factor was that she 
began treatment late (at about thirty years of age) 
after the problems were developed. 

5. A ten-year-old boy, who had developed polio 
at the age of five, was left with a slight weakness 
and stiffness of the back and general clumsiness of 
all his limbs, although there was no demonstrable 
weakness or atrophy of the limbs. The history began, 
however, when the boy was three and a half. His 
father spent many weeks away from home because 
of business, and when he returned home the boy 
was jealous of the mother’s attention to the father 
and verbalized his wish that the father would stay 
away. Shortly after one of these infrequent visits, 
at which time the child’s behavior was especially con- 
spicuous, the father died suddenly by drowning. 
The child became ill with many somatic complaints 
and was irritable, sickly, and fearful. At five he 
became ill with polio. When he was seven he was 
treated for many fears, including severe nightmares. 
It was then discovered that he held himself respon- 
sible for his father’s death and that he had a 
terrible fear of water. He saw what happened when 
he competed with a man and on the basis of this 
experience found all sorts of excuses for not being 
able to run as well, jump as well as other children. 
At the same time he denied worrying about the mild 
crippling effect of the illness and explained his 
inadequacies on lack of experience—if he had his 
father to help him he would do all right. 

Rarely in the two and a half years of treatment 
did he get angry with the therapist, and when he 
did he became fearful, comparing anger to a huge 
dam which would destroy everything in its path when 
the dynamite explodes. The child thought, “If I 
wish to be better than another male or get angry at a 
male my wish is so powerful that it will result in 
the male’s destruction. I shall, therefore, not com- 
pete successfully on a physical basis.” This emotional 
problem exaggerated the motor difficulties which 
poliomyelitis caused and resulted in tremendous re- 
luctance to redevelop muscular power. 

Gradually he overcame many of his fears by under- 
standing them. He attended camp and began to 
learn to swim after working through some of the 
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emotional aspects of his problem. His skill in other 
physical activities also improved greatly. 

Either the sudden accidental death of the father 
or the attack of polio at a critical age would affect 
a child profoundly, but the fact that both of these 
devastating experiences occurred in rapid succession 
caused the usual emotional problems of a_ three- 
year-old to be crystallized into a rigid structure, 
which was extremely difficult to bring into conscious- 
ness and resolve. 


ASES OF THIS SORT are common. Not 

only poliomyelitis but other diseases which 
leave the patient a partial or complete invalid 
affect the personality greatly. These experi- 
ences lead to the recommendation that any 
child who has been subjected to a prolonged 
illness, a prolonged hospital stay, or a crippl- 
ing disease should be examined by a child 
therapist. Such children usually need pro- 
longed intense treatment. 

The question arises, Is there anything one 
can do to prevent the effect of polio or at 
least attenuate the harm? The following 
factors may be kept in mind: 

1. Personnel caring for patients with polio- 
myelitis should be selected carefully. The 
doctors, nurses, and occupational therapists 
should be people who like children. There 
are some adults who can get along with chil- 
dren and some who can’t. It doesn’t seem 
to have anything to do with one’s adjustment 
in life or one’s normality. 

Some of the professional personnel are un- 
reasonably fearful of polio. One would ex- 
pect this, since professional peopie have the 
same varieties of human experience as anyone 
else. We know that patients and parents of 
patients have similar reactions to the disease. 
It would be in the best interest of the patient 
if the fear-ridden professional personnel were 
assigned to other duties. 

2. Consideration must be given to the pa- 
tient’s great emotional needs early in the 
illness. The nurse can fill these needs only 
in part. It would be fine to have substitute 
mothers to meet the needs of these children. 
If modern medical treatment continues in the 
direction of taking people out of their homes 
in order to offer them the best physical care 
and treatment then we are obliged to look at 
the emotional needs. The only way that such 


needs could be met would be to increase the 
nursing staff or introduce other workers. How- 
ever, these individuals must have special train- 
ing in understanding potentially ill children, 
and such specially trained people are very 
difficult to obtain. The use of volunteers is 
something to consider, but the selection and 
use of such individuals are involved topics 
and beyond the scope of this paper. However 
we must make some plans or expect a large 
number of these patients to develop emotional 
problems so severe as to need long treatment. 

3. Somewhat as a corollary of this, yet an 
extremely important specific problem, is the 
dependent need of the patient. At first the 
patient needs much care and attention. Later 
on, during the convalescent stage when func- 
tion is returning, many patients continue to 
cling for physical and emotional support to 
the people around them. This poses a difficult 
problem for the physicians. The ideal way to 
handle the problem is to make an accurate 
appraisal of the abilities of the patient and 
urge him to be active to the limit of his 
ability. Making such an appraisal is difficult, 
and urging a very dependent person to act to 
his limit of capacity also is difficult. There 
is often the fear in patient and personnel alike 
that damage will result. 

This is not a new problem, however. Every 
parent meets it with his growing children. 
The intuitive parent urges the child to utilize 
his new skills, points out ways to develop 
others, and shows him the advantages of de- 
veloping and utilizing new accomplishments. 
Where damage is severe the child must be 
helped to get new means of expression to re- 
place the lost ones. This can be very fruitful 
and will depend on the relationship between 
the patient and the personnel. If the doctor 
or nurse has unwarranted anxiety the patient 
feels it and his recovery is hampered. 

4. Denial of illness poses special prob- 
lems. One hopes that each polio patient will 
coolly inspect the damage done, utilize his 
physical abilities to the greatest advantage, 
and find satisfactory substiiutes in areas other 
than the physical field. Many cannot do this. 
Were this so, many of the emotional reactions 
noted earlier would not occur. Redirection of 
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The Community Heart Disease Control Program 


A review of the major cardiovascular diseases highlighting the 
public health nurse’s contribution in a planned control program. 


JANE WILCOX, R.N. 


Win MORE and more emphasis being 
placed upon chronic diseases as community 
health problems it is natural that consider- 
able attention is being given to means of com- 
munity control of diseases of the heart and 
circulation—cardiovascular diseases. As mem- 
bers of the largest group of professional health 
workers, a group that has frequent oppor- 
tunities for direct service to the citizens of the 
community, public health nurses are in a 
position to carry out many phases of the 
cardiovascular disease control program. 

To state that cardiovascular diseases are 
major health problems today is only to re- 
peat what is becoming increasingly evident, 
not only to the professional health worker but 
to the general public as well. It is unfor- 
tunately true that the magnitude and gravity 
of the problem tend to produce attitudes of 
apprehension and fear. Although it must be 
admitted that there are gaps in our present 
knowledge of the causes, treatment, and pre- 
vention of cardiovascular diseases there is 
much that can be done to prevent or control 
the disability caused by these diseases. If 
all existing knowledge were vigorously applied 
through community programs, real progress 
could be made. 

The three diseases which are generally esti- 
mated to account for about 90 percent of all 
cardiovascular disease are rheumatic heart 
disease, hypertensive heart disease, and arterio- 
sclerotic (or coronary) heart disease. They 
are, therefore, regarded as the major prob- 
_ lems in cardiovascular disease control. Cer- 
tain other cardiovascular diseases, however, 
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have public health significance even though 
they account for a much smaller number of 
cases. These include congenital cardiovascu- 
lar defects, subacute bacterial endocarditis, 
cardiovascular syphilis, diphtheritic heart dis- 
ease, and thyroid heart disease. 


Rheumatic heart disease 

Progress has been made and is continuing to 
be made in the prevention of rheumatic heart 
disease through prompt and effective treat- 
ment of streptococcal infections—infections 
which seem almost invariably to precede the 
onset of rheumatic fever. Through improved 
measures of general community sanitation, 
proper control of water and milk supplies, and 
similar means much has been accomplished 
in the general public health control of the 
streptococcus. Prophylactic use of chemo- 
therapeutic or antibiotic drugs is helping to 
prevent recurrences of the rheumatic process 
which often seriously damage the heart and 
its valves. 

In studies so far undertaken the use of 
adrenocortical compounds in the treatment of 
acute rheumatic fever seems to have produced 
favorable results in only certain cases. Yet 
the future appears to hold hope for the 
eventual development of more specific treat- 
ment for rheumatic fever. 

In the meantime the present accepted 
routine of supportive therapy and modifica- 
tion of activity will probably continue to be 
used. The contribution of the public health 
nurse in the home, the school, and the clinic 
in the carrying out of such a regime is import- 
ant. She gives and demonstrates nursing care 
according to the physician’s orders for the 
patient; she offers practical, specific guidance 
to the family about ways of carrying out the 
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physician’s orders for bed rest, good general 
hygiene, diet, medications, protection against 
upper respiratory infections, et cetera; in 
accord with the physician’s recommendations 
about suitable activities for the child she 
helps the family make use of community 
resources such as visiting teachers and occu- 
pational therapy services; she interprets to 
the family the importance of continuing medi- 
cal supervision of the child even after the 
acute phase of the illness; when the child 
returns to school she assists the teacher to 
understand the medical plan for the child and 
to meet his needs. 


Hypertensive cardiovascular disease 

At the present time very little is known 
about the causes of hypertension or how it 
can be prevented. Therefore, the chief empha- 
sis must be on helping the person with known 
hypertension to make the best possible ad- 
justment to his disease. Effective treatment 
is, of course, possible in those few forms of 
hypertension associated with remediable patho- 
logical conditions. The greatest problem is 
essential hypertension, the cause of which is 
unknown. Treatment often does little to 
affect the course of this disease. Surgery and 
dietotherapy are used with varying degrees 
of success. 

Some investigators have stressed the emo- 
tional aspects of hypertension but a specific 
cause and effect relationship applicable to all 
cases has not been clearly demonstrated. How- 
ever, the nurse should appreciate that some 
people develop rather easily a morbid and 
handicapping interest in the level of their 
blood pressure and that her counsel and teach- 
ing can contribute to more wholesome and 
hopeful attitudes. 

A large percentage of persons with per- 
sistent hypertension eventually develop cardiac 
disease because of the increased work load 
and strain hypertension places upon the heart. 
Treatment of hypertensive heart disease con- 
sists chiefly of a sensible limitation of physical 
activity and emotional strain and the plan- 
ning of a pattern of living and health habits 
suitable to the condition of the heart. Again, 
the nurse may be able to offer the patient 
practical guidance in working out such a plan. 
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Arteriosclerotic (coronary) heart disease 

Very little is known about how arterio- 
sclerosis can be prevented and arteriosclerotic 
heart disease is generally not diagnosed until 
the blood supply to the heart is sufficiently 
impaired to produce symptoms. Therefore, 
the principal objective in community programs 
at this time must be the minimizing of dis- 
ability and the prevention of premature death 
among individuals with the disease. 

The relationships between certain lipid sub- 
stances in the blood and those found in arterio- 
sclerotic lesions have been a matter of great 
interest and are now being vigorously investi- 
gated. This area of research should provide 
important information about the role of diet- 
ary intake in the total problem of arterio- 
sclerosis. 

The increasing use of anticoagulant drugs 
following an attack of coronary thrombosis 
holds promise of reducing mortality from 
subsequent thrombosis and embolism. Appro- 
priate adjustment of ways of living can also 
often add years to the lifespan of the person 
with arteriosclerotic heart disease. If the 
patient can plan his activities so that he does 
not make demands upon his heart requiring 
more blood supply than his diseased coronary 
arteries can furnish he may avoid serious dif- 
ficulty. It often seems, however, that the 
patient with coronary artery disease is a 
hard-driving, energetic person who needs very 
skillful counsel from physician, nurse, social 
worker, and others concerned in order to work 
out realistic plans which he can follow. 


Congenital cardiovascular defects 

Dramatic progress in the surgical correction 
or improvement of congenital cardiovascular 
defects has aroused both popular and _ pro- 
fessional interest in recent years. Since the 
jncidence of congenital defects is high in in- 
fants whose mothers have had German measles 
in the first trimester of pregnancy, measures 
for the control of this disease are important. 
Since no other method of immunization is 
known it has been suggested that the exposure 
of young girls to German measles be en- 
couraged and that young married women who 
have not had the disease avoid such exposure. 
In many areas effort is being directed toward 
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the provision of facilities for accurate diag- 
nosis and surgical treatment. The public 
health nurse should not only recognize possible 
signs of such defects in infants and children 
but should also learn what resources are avail- 
able in her locality for the diagnosis and treat- 
ment of these diseases and for financial assist- 
ance to families who cannot meet the expenses 
of these necessarily costly procedures. 


Infections 

Subacute bacterial endocarditis, a secondary 
invader which attacks hearts already damaged 
by other pathological processes such as rheu- 
matic valvular disease or congenital defects, 
was formerly almost 100 percent fatal. This 
disease can now be cured in about 60 to 70 
percent of the cases with massive doses of anti- 
biotics and can also generally be prevented 
by adequate antibiotic prophylaxis given to 
susceptible individuals—that is, those who 
have valvular lesions or cardiac anomalies— 
when they have tooth extractions or other oral 
or pharyngeal operative procedures. 

Intensive mass blood testing programs, 
coupled with improved measures of treat- 
ement of early syphilis, have apparently re- 
sulted in a considerable decrease in the once 
very serious problem of cardiovascular syphi- 
lis. If such measures continue to prove effec- 
tive cardiovascular syphilis may eventually 
be almost entirely eliminated. 

Diphtheria, long known for its severe dam- 
age to the heart, is now being largely pre- 
vented by extensive immunization of infants 
and children. However, an occasional case of 
diphtheria apparently does develop in a 
previously immunized individual and is very 
resistant to treatment. There is, therefore, 
always a possibility that new strains of diph- 
theria could cause more widespread disease 
with resultant cardiac involvement. 


Endocrine disorders 

Certain endocrine diseases such as diabetes 
mellitus and thyrotoxicosis greatly influence 
cardiovascular function. A high proportion 
of so-called “well controlled” diabetics, who 
conscientiously adhere to the regimen of diet 
and insulin therapy prescribed by their physi- 
cians, develop serious cardiovascular disease. 
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Little can be done at present to prevent the 
development of degenerative cardiovascular 
changes in the diabetic patient. Thyrotoxicosis 
markedly disturbs the cardiovascular system, 
but complete remission of cardiac symptoms 
usually occurs with effective treatment of the 
hyperthyroidism. 


Congestive heart failure 

Most forms of heart disease can, of course, 
lead to congestive heart failure, the condition 
in which the heart fails to supply the tissues 
of the body with sufficient blood to meet their 
metabolic needs. An important goal of com- 
munity efforts in heart disease control is to 
prevent persons with heart disease from de- 
veloping congestive failure. 

It is generally agreed that with the present 
extent of medical knowledge many patients 
should not have the frequent recurrences of 
congestive failure they now suffer. The pa- 
tient who accepts and understands his illness, 
remains under close medical supervision, car- 
ries out the prescribed medical plan, and has 
suitable and satisfying occupation and recrea- 
tion should be able to live happily and effec- 
tively with his heart disease without develop- 
ing recurrent attacks of congestive failure. 

Too often we find that the reasons for re- 
current bouts of congestive heart failure are 
either that the patient does not continue under 
medical supervision or that he does not proper- 
ly carry out the physician’s recommendations. 
The public health nurse can be a valuable ally 
to both the patient and his physician in over- 
coming these difficulties. Public health nurs- 
ing service to the patient with congestive 
heart failure implies working with the physi- 
cian not only in providing care and guidance 
to the patient during an attack of failure but 
also in continuing regular health supervision 
after recovery from the acute episode to insure 
that the patient remains under medical super- 
vision and carefully follows the regime pre- 
scribed by his physician. 


Structure of the community program 

In visualizing the community approach to 
the control of cardiovascular diseases one 
should first realize that the setting up of an 
entirely separate and specialized program is 
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not necessarily required. The basis for at- 
tacking the problem of cardiovascular diseases 
is a sound generalized community health pro- 
gram, including an organized health depart- 
ment. From this foundation the particular 
procedures necessary to the control of cardio- 
vascular diseases can best be developed. Since 
these diseases affect persons of all ages, in 
all walks of life, any and all aspects of the 
community health program should offer oppor- 
tunities for reaching and helping persons with 
cardiovascular diseases. 

In almost every community there are many 
activities going on in connection with the 
control of cardiovascular diseases. How- 
ever, in many localities these activities are 
carried on by a variety of agencies working 
more or less independently of each other. 
Hence, coordinated services to the individual 
are not available. 

Therefore, it appears that a sound first step 
in developing a community heart disease con- 
trol program is to determine what services 
exist and what needs are and are not being 
met by these services. The next step might 
logically be to work toward the coordination 
of these services in order to provide continuity 
of service and avoid duplication of effort. 
Ultimately it may also be necessary to supple- 
ment and expand the existing services so that 
a well rounded program results. 


Early casefinding 

Since there are limitations to what can be 
done to prevent heart disease a very important 
part of the community heart disease control 
program is to make possible the early and 
accurate diagnosis of the disease. Since there 
is not presently available a single, inexpensive, 
and reliable test for detecting heart disease 
mass surveys similar to mass blood testing 
campaigns for syphilis are not feasible. Early 
casefinding must largely be carried on through 
the efforts of private physicians, through re- 
ferrals to physicians or clinics by public health 
nurses, and through such related health pro- 
grams as chest x-ray surveys, school health 
services, industrial health services, cancer de- 
tection centers, et cetera. Since the public 
health nurse works closely with all members of 
the family in the home, the clinic, the school, 
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the industry, she has many opportunities to 
assist people—those whose health histories 
or present conditions indicate the need for 
cardiac evaluation—to seek diagnosis from 
private physicians or at a clinic. 

A method of casefinding presently being 
evaluated is a heart disease screening unit or 
clinic. In such a unit a short history is taken 
and a screening examination is performed by 
the physician. This procedure is designed to 
uncover findings indicative of the need for 
complete cardiac diagnosis and evaluation. 
Individuals with positive findings are referred 
to their family physicians or a clinic, many 
of them at an early stage of disease when 
medical care can be most effective. The use- 
fulness of such a screening unit is being 
studied in several areas with the hope that it 
may prove to be a practical method of case- 
finding. 


Follow-up services 

After the diagnosis is made there is, of 
course, need to provide services which will 
help the individual with heart disease to at- 
tain his optimal level of capacity and to avoid 
preventable disability. The range of services 
required may be considerable. Hospital, con- 
valescent and clinic care, home care services, 
and medical and vocational rehabilitation may 
all be needed. In providing these services the 
participation of numerous persons—the gen- 
eral physician, cardiologist, psychiatrist, nurse, 
nutritionist, social worker, occupational thera- 
pist and rehabilitation worker—inay be neces- 
sary. 

In many communities some of these serv- 
ices are already available to cardiac patients 
or can be made available. In some communi- 
ties provision of various of these services is 
part of the plan for further development of 
the total community health program. In cer- 
tain instances the development of services for 
cardiac patients will lead the way for provision 
of services for other disease categories also. 

The role of the generalized public health 
nurse in the task of returning the cardiac pa- 
tient to his optimal level of health and use- 
fulness to the community can be an important 
one. By providing nursing care and health 
guidance to patient and family she can do 
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much to insure that the physician’s recom- 
mendations about rest, activity, medication, 
diet, and other forms of treatment are effec- 
tively carried out. Through her close rela- 
tionship with patient and family she can help 
them understand and accept the _ illness. 
Through her knowledge of the resources of 
her community the public health nurse can 
guide them to make wise use of the services 
of social and welfare agencies as well as those 
of health agencies. Her recognition of the 
impact of social and economic problems on the 
illness can be important in assuring that the 
services of allied workers such as medical 
social workers, vocational counselors, and 
others are utilized to meet the patient’s needs. 


Educational activities 

The successful carrying out of a com- 
munity heart disease control program requires 
not only an informed public but also a group 
of professional health workers who have the 
latest information regarding cardiovascular 
diseases at their command. Education of 
these health workers is an important facet of 
the heart disease control program. The exist- 
ing framework of professional organizations, 
school and university programs, and inservice 
education programs can be used to assist 
physicians, nurses, nutritionists, et cetera, to 
keep abreast of the latest knowledge. They 
will then be prepared to teach the general 
public about heart disease and to carry out 
programs of patient education intelligently. 

On the various occasions on which the pub- 
lic health nurse meets with parents’ groups, 
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teachers, industrial workers, citizens’ com- 
mittees she has opportunities to share her 
knowledge of heart disease and to promote 
constructive hopeful attitudes toward it. 
Under the guidance of the physician she has a 
primary responsibility for individual cardiac 
patient teaching. Considerable interest is de- 
veloping in group education of cardiac ‘pa- 
tients. This teaching, again, is an activity in 
which the public health nurse can participate. 


Summary 

Cardiovascular diseases are today recog- 
nized not only as a major health problem but 
also as a problem requiring community action, 
including the participation of the health de- 
partment. Since there are limits to what can 
now be done to prevent these diseases, empha- 
sis must be placed on insuring early and 
accurate diagnosis, prompt treatment, and 
adequate facilities and services to enable the 
person with heart disease to avoid disability 
and to live a healthful life within the limita- 
tions of his disease. 

Because the generalized public health nurse 
works closely with many families in the com- 
munity she has opportunity to find individuals 
who may have undiscovered heart disease and 
to refer them to their family physicians or 
a clinic for diagnosis and treatment. She can 
contribute a great deal to the care, guidance, 
and rehabilitation of persons with diagnosed 
heart disease. She can teach cardiac patients 
practical specific ways of carrying out the 
prescribed medical regime and of living health- 
fully within the limitations of their disease. 
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Morbidity Caseload in a Combination Service 


The report of a record analysis of 541 patients carried by the 
Community Nursing Service and City-County Health Department. 


MARIE L. LOWE, R.N. 


= COMMUNITY Nursing Service of 
Winston-Salem and Forsyth County was 
simultaneously organized and combined with 
the nursing service of the City-County Health 
Department in the fall of 1947. One of our 
goals was to provide a high quality of nursing 
care to the sick in their homes. At the end of 
four years we thought it appropriate to review 
some of our accomplishments and to secure 
factual material on which to base future plans. 

The quality of the care given the patients 
is evaluated regularly by means of conferences 
with the nurses, visits in the homes, record 
reviews, and contacts with the physicians who 
use the service. However, we also need spe- 
cific information about the sections of the 
community we are serving and what kinds of 
nursing care we are giving for what conditions. 
So we decided to study a sampling of the 
records of patients in the morbidity classifica- 
tion and chose 541 records of patients who 
used the Community Nursing Service between 
November 1947 and October 1951. 


TABLE 1. Visits to White and Negro Patients 


Color Patients Visits 

Number Percent Number Percent 
Total 541 100.0 6,647 100.0 
White 391 72.3 3,300 49.7 
Negro 150 27.7 


3,347 50.3 


Table 1 shows that 6,647 visits were made 
to the 541 patients—3,300 to 391 white pa- 
tients and 3,347 to 150 Negro patients. Al- 
though the Negro patients constituted only 


Miss Lowe is executive secretary, Community Nurs- 
ing Service, Winston-Salem, North Carolina. 


27.7 percent of the total cases they received 
50.3 percent of the visits. There may be 
several possible reasons for this. Among the 
Negro group which calls on us most frequently 
the educational level is low and it is difficult 
to find a suitable person in the home who can 
be taught to take over the nursing care. A 
survey in Hagerstown, Maryland, showed that 
chronic illness was most prevalent in families 
of moderate, poor, and very poor socioeco- 
nomic status.* Chronic diseases were diag- 
nosed in 66 percent of our Negro patients; in 
the entire group chronic diseases were found 
in 55 percent. We also found that a large 
number of our white patients had other re- 
sources available and usuaily needed skilled 
nursing care for shorter periods than the Negro 
patients. 

Patients received an average of 12.2 visits. 
One patient received 473 visits; 12 had more 
than 100; 77 had only 1 visit. Those who 
were visited the greatest number of times had 
chronic illnesses and required frequent in- 
jections or dressings. Usually there was no 
one in the home or neighborhood who could 
learn to give the care. Among such patients 
were blind diabetics living alone or in situa- 
tions where no one but the public health nurse 
was available to give insulin. 

We realize that the best public health nurs- 
ing practice in chronic illness is to teach mem- 
bers of the family to give the necessary care. 
However, we find there are many situations in 
which the nurse must continue to be active 
if the patients are going to receive the care 


* Lawrence, P. S. Chronic illness and socioeco- 
nomic status. _Public Health Reports, November 19, 
1948, v. 63, p. 1507-1521. 
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they need. One of our current cases illus- 
trates this. 


Mrs. A is suffering from cirrhosis of the liver with 
ascites and secondary anemia. Since August 1950 
the nurse has been giving her injections of crude 
liver extract twice a week and mercuhydrin once 
a week. She is under observation at the Baptist 
Hospital outpatient department where she is seen 
once a month or every two months (depending on 
her success in finding transportation). It is likely 
that some kind of nursing care will be necessary as 
long as Mrs. A lives. In such a situation it is usually 
permissible for the nurses to teach a member of the 
family to give the injection with fairly frequent 
supervision by the nurse. Three nurses have been 
unsuccessful in interesting Mrs. A’s family in taking 
some responsibility for her. The husband has de- 
serted. Mrs. A and her two children are living with 
a sister and brother-in-law who feel that they have 
fulfilled their obligation by supplying two rooms. 
They will not listen to any suggestions about meeting 
her health needs and there are no close neighbors 
who could help. In short, there are no other re- 
sources available, and we feel entirely justified in 
continuing to make nursing visits. 


Further study of the 541 records showed 
that 65 percent of the patients were over forty 
years of age. The diagnoses for which serv- 
ice was requested most often were cancer (65 
patients) heart disease (55 patients) cerebral 
vascular diseases (35 patients) anemia (25 
patients) arthritis (19 patients) diabetes (14 
patients) senility (12 patients). 

The three main causes of death in Forsyth 
County in 1950 were organic heart disease, 
cerebral vascular disease, and cancer, in the 
order named. As the incidence of degenera- 
tive diseases increases we may expect a cor- 
responding increase in requests for longterm 
care. 

We were gratified to note that nearly one 
half of the referrals to the Community Nurs- 
ing Service came from private physicians. 
One fourth were from the families and the 
remaining requests came from other agencies, 
schools, hospitals, and others. These figures 
indicate a good working relationship with the 
medical society, but we know that we must 
continue in our efforts to promote further use 
of the service. We must have a continuously 
active publicity committee to keep the com- 
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munity informed about our organization. 


TABLE 2. Patients’ Pay Status 


Status Number of Patients Percent 
Total 541 100.0 
Free 291 53.8 
Part pay 26 48 
Full pay 163 30.1 
Metropolitan 61 11.3 


We studied the pay status of these same 
patients and found that 41.4 percent paid the 
full fee for nursing service (30.1 percent di- 
rectly, and 11.3 percent through the Metro- 
politan Life Insurance Company). An addi- 
tional 4.8 percent of the patients paid part of 
the fee. From 1947 to March 1951 the full 
fee was $1.50 for any part of the first hour 
and 75 cents for each additional one-half 
hour. In 1950 our cost per visit was $2.26. 
Consequently, we increased the fee to $2 an 
hour. The finance committee believed that 
too great an increase would be unwise until 
the Community Nursing Service was more 
firmly established in the community and, 
therefore, decided not to increase fees to 
actual cost. For the most part there have 
been no unfavorable reactions to higher fees. 
The only patient who asked that care be dis- 
continued when the change was made was well 
able to pay for the service. At the time the 
fees were increased a campaign was begun to 
encourage the nurses to discuss partial pay- 
ment with those who were not indigent but 
who were unable to pay the full fee. It is our 
philosophy that anyone who is not receiving 
public assistance should assume the responsi- 
bility of at least a token fee. On the other 
hand, in situations where care is badly needed 
and the family has strong feelings about hav- 
ing to pay, even when able, we would rather 
give the care free than have the patient suffer. 

You may be interested in the relationship 
of the bedside nursing care service to the 
complete nursing service. Table 3 gives this 
information. 

Our purpose in combining the Community 


Nursing Service with the nursing service of the 


Health Department was to provide an efficient, 
economical generalized family health service 
to everyone in the community who needs it. 
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The effectiveness of this program can be meas- 
ured by the number of families in which more 
than one type of service was given to more 
than one member. For example, a nurse may 
be asked to visit an ill grandmother and find 
a school child with measles or perhaps a new 
baby in the home. She has a ccntribution to 
make in each instance. Of the 541 family 
records studied, 155, or 28 percent, showed 
that more than one member of the family re- 
ceived some type of public health nursing 
service. As our combined program becomes 
better known this figure may be increased. 


TABLE 3. Home Visits Made by Nursing Staff of the 

Health Department and Community Nursing Service, 

Showing Bedside Care Visits, November 1, 1950, to 
October 31, 1951. 


Home Visits 


Bedside Other Home 


Services Total Care Visits 

Total 26,351 5,483 20,868 
Communicable 

diseases 1,142 23 1,119 
Tuberculosis 1,626 242 1,384 
Prenatal 2,141 57 2,084 
Postpartal 2,915 191 2,724 
Infant 6,536 1,155 5,381 
Preschool 3,537 30 3,507 
School 3,528 27 3,501 
Morbidity 4,507 3,755 752 
Crippled 

children 419 3 416 
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Summary 

In a study of 541 discharged nursing records 

of the Community Nursing Service and the 

Forsyth County Health Department the fol- 

lowing facts were found: 

1. 6,647 visits were made to 541 patients— 
3,300 to 391 white patients; 3,347 to 150 
Negro patients. 

2. 64 percent of the patients lived in Wins- 
ton-Salem. 

3.36 percent of the patients lived in rural 
Forsyth County. 

4.65 percent of the patients were over 40 

years of age. 

.55 percent of the patients had chronic 
illnesses. 

6. Nearly 50 percent of the patients were 
referred by private physicians. 

. 54 percent of the patients received free 
nursing care; 41 percent of the patients 
paid the full fee; 5 percent of the patients 
paid for part of their care. 

8. The study reveals also that further efforts 

are needed: 

a.To provide more complete family 
health service. 

b. To extend service to rural families. 

c. To expand the program to the elderly 
chronically ill. 


wn 
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In Memoriam 


On April 26 Dr. Joseph W. Mountin died unex- 
pectedly at the Navy Medical Center, Bethesda, 
Maryland. Dr. Mountin was on the staff of the 
United States Public Health Service for thirty-five 
years and at the time of his death was chief of the 
Bureau of State Services. 

Dr. Mountin had a distinguished career in public 
health. He had traveled widely in Europe and the 
Far East on health missions. In paying tribute to 
him Dr. Leonard A. Scheele, surgeon general, said, 
“Dr. Mountin was a man of rare gifts, of many skills, 
of much imagination. ... His wisdom, his pro- 
gressive leadership, and his warm and sympathetic 


understanding of medical and health problems will 
be widely missed.” 

Dr. Mountin had been a member of the NopHn 
Board of Directors and had contributed frequently 
to this magazine. 

Frances C. Montgomery died on March 26 at 
her home in Colorado where she had been living 
since her retirement as professor of public health 
nursing at William and Mary College, Richmond, 
Virginia. One of her students writes, “Miss Mont- 
gomery’s love for people and her high aspirations 
for public health nursing will continue to challenge us 
to carry on in the splendid way she went before us.” 


ABSTRACTS ... 


DO YOU KNOW HOW TO BRUSH 
YOUR TEETH? 

Recent research tells us that most people 
don’t, and they don’t know when to brush 
their teeth. The time to brush teeth to help 
prevent tooth decay is immediately after eat- 
ing, not only after meals but inbetween snacks 
too. 

Dental caries is one of the most widespread 
of all our physical ailments. Dental scientists 
say that the caries comes partly from our 
sugar-loaded diet and partly because we're 
just plain ignorant about how and when to 
brush our teeth. Your dentist can clean your 
teeth for you once or twice a year, but he 
can’t do much about keeping your teeth clean 
unless you do your part. 

Toothbrushing should clean the teeth effi- 
ciently. Most people’s casual methods don’t 
do this. That means cleaning not only the 
eaSy-to-reach surfaces but all the surfaces 
outside the gum margin—the biting and chew- 
ing surfaces, those next to the tongue, and 
those between the teeth. It isn’t always easy 
to do a good job on the tricky “between” 
surfaces since dental floss or tape isn’t always 
recommended. 

Both cleaning and massage should be 
achieved without injury to the gums. This is 
where most methods of toothbrushing fall 
down. Usually they either hasten gum re- 
cession or cause too much wear on the teeth. 
And be careful about using dentrifices which 
may contain large amounts of abrasives. 

There are many methods of toothbrushing 
to clean teeth efficiently. Here is one easy to 
learn, which, if properly done, will really clean 
your teeth. The complete routine consumes 
two to three minutes. 

PRELIMINARY. Brush the chewing surfaces 
of the back teeth, both upper and lower. Give 
each row of chewers a good ten strokes each 
way. On these you may scrub. 


THE BACK TEETH. Step 1. Close the jaws 
so the right cuspids meet end to end. 

Step 2. Place the brush in your mouth, way 
back, with the bristles at right angles to the 
upper back teeth (molars). 

Step 3. Force the ends of some bristles into 
the space between the teeth, using quite a bit 
of pressure. 

Step 4. Tilt the back of the brush up so 
that you feel the sides of the bristles against 
the edge of the gums. 

Step 5. Now vibrate the brush, maintain- 
ing the steady pressure meanwhile. Let the 
movement come from the shoulder, not the 
wrist. Don’t move the bristle ends from their 
original position. No scrubbing motion neces- 
sary now—the vibratory movement produces 
plenty of scouring effect. 

Step 6. Now place the brush on the lower 
molars. Since your cuspids are still end to 
end these lower molars are still in a vertical 
plane with their opposite numbers above. 
Force bristles between the teeth, as in step 3, 
and tilt the back of the brush downward this 
time so that you feel the sides of the bristles 
against the edge of the lower gums. 

Step 7. Repeat the vibratory motion, main- 
taining pressure and making sure the bristle 
ends don’t move from the starting position. 
This vibrating should continue for about the 
count of ten. 

THE BICUSPIDS (midway in your dental 
arch). Step 8. Repeat the process on right 
and left sides, first on upper bicuspids, then 
on lower, as in steps 1 through 7. Mark off 
your dental arch into “brushing sections” so 
that every tooth in each row will get thorough 
cleansing. 

THE FRONT TEETH (incisors). Step 9. Close 
the front teeth end to end. Then go through 
the same vibratory process you follow farther 
back in the mouth. 

INSIDE THE UPPER ARCH. For these surfaces 
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the handle of the toothbrush should be held 
as nearly vertical as possible so that only a 
few tufts at the tip end are called into play. 
Hold the brush so that the back of it is parallel 
with the surface you're brushing. 

Step 10. Place the bristles at right angles 
to the tooth surface. Apply pressure so the 
bristles will bend a bit downward toward the 
tip of the tooth. Vibrate. Begin with the 
molars and work toward the front, counting 
ten each time before you move the brush on 
to the next position. Force bristles between 
the teeth. 

INSIDE THE LOWER ARCH. Turn the brush 
over in your hand keeping the back of the 
brush parallel with the surface being brushed. 
Step 11. With the bristles at right angles to 
the tooth surface apply pressure. Vibrate. 
Begin with the molars and work toward the 
front, counting ten in each position. Force 
some bristles into the interproximal spaces— 
not too hard, but firmly. 

When you finish step 11 on both right and 
left sides you may use the now softened 
bristles for a more extensive massage. But 
never use the bristle ends. 

GUM MASSAGE. Step 12. Place the tooth- 
brush with the sides of the bristles gently but 
firmly against the gums and vibrate a few 
times. 

CLEANING THE TOOTHBRUSH. This should 
be a regular part of your brushing routine, for 
your toothbrush is worse than useless if it’s 
worn out or if it’s kept in an unsanitary con- 
tainer or where it can’t dry out properly. 
Step 13. Let the tap water run with quite a 
bit of force through the bristles, washing them 
thoroughly. Briskly shake out the excess 
water (this will prolong the life of your tooth- 
brush) and then hang the brush up to dry. 
It should always be completely dry before it’s 
used. 


Abstracted from Do You Know How to Brush 
Your Teeth? by Squire, Christy, in Today’s Health, 
December 1951. 


A SOUND DESIGN FOR SEX EDUCATION 
Between the ages of three and six a young- 
ster will usually ask his first direct questions 
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about sex. The manner in which they are 
answered is important in developing sound 
attitudes toward sex and also in determining 
whether the child will continue to turn to his 
parents for sex information or will seek it 
elsewhere. In déaling with the sex questions 
of children under six there are four cardinal 
principles to be observed: (1) always use the 
correct term (2) always tell the truth (3) 
answer only as much as the child requests and 
no more (4) never put off answering a ques- 
tion. 

Between three and six years of age all 
children are interested not only in birth and 
reproduction but also in their own sexual 
nature. From six to about eleven the young- 
ster’s sex interests are considerably diminished. 
Boys have a tendency to play with boys, 
girls with girls. Interest in the opposite sex 
is at a minimum. Children will continue to 
ask questions, however, if they have previ- 
ously found that their parents are ready and 
willing to answer them. Discussions at this 
age level can be fuller, and if parents find a 
subject difficult to handle there are well 
written, well illustrated books that may be 
read with the child. 

During the period just before puberty boys 
and girls still tend to keep apart. At this 
age there is sex curiosity rather than sexual 
attraction. What attraction there is will in 
most cases take the form of affection for 
friends of the same sex, a form of attachment 
normal at the time. As the child grows older 
he becomes more and more interested in the 
opposite sex. 

Thousands of children do not understand 
the importance of the sex impulse. What in- 
formation they have is picked up on the streets 
or from other children and it is very often 
distorted. Sex education at school should be 
given as part of a course in human biology 
that includes all the other wonderful workings 
of the human body. It should be taught by 
persons specially trained to handle such a 
subject. In explaining the sex impulse to a 
child in early adolescence parents and teach- 
ers should make it clear that interest in sex 
is normal and that it is good in itself but can 
be misused. 

The association of boys and girls during 
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adolescence is not only desirable but neces- 
sary to the growth of a well rounded person- 
ality. Sublimation of the sex impulse into 
companionable but harmless boy-girl activi- 
ties such as athletics, dancing, dramatics, hik- 
ing, and so on, is the natural and accepted 
means of controlling the sex instinct until the 
boy or girl is ready for marriage. If parents 
and teachers and churchmen will explore 
possibilities within the community they can 
offer young people many channels for sub- 
limation. 

From infancy to adulthood children must 
be taught proper, decent, and wholesome sex 
attitudes. Through the home and through the 
school they should be given the realization 
that reproduction is among the most wonder- 
ful of God’s gifts and that although we must 
control ourselves as we go through adolescence 
the sex urges and desires all boys and girls 
experience are normal, natural, and right. 


From “A Sound Design for Sex Education” by 
Milton I. Levine, M.D., in National Parent-Teacher, 
March 1952. 


SYPHILIS PREVALENCE AND 
COMMUNITY STRUCTURE 

As casefinding becomes the central prob- 
lem in the control of syphilis it is important 
that this activity yield the greatest return for 
the investment. Experience has indicated that 
a large proportion of any specified group will 
volunteer for blood tests. However, in some 
instances the number of cases of syphilis found 
by voluntary blood tests is not sufficiently high 
to justify the effort expended. 

Plans were made to study the social class 
structure in a Georgia community, designated 
as Studytown, where a mass blood test and 
chest x-ray campaign was already scheduled. 
An attempt was made to apply methods of 
social research to identify those population 
groups in which syphilis prevalence was apt to 
be high so that casefinding efforts could be di- 
rected more specifically at such groups. 

An intensive publicity campaign acquainted 
the population with the dangers of untreated 
syphilis, symptoms of the disease, and possi- 
bilities of cure. Response was best in the 
Negro groups, with 80 percent of the Negro 
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population responding to the initial campaign. 
Of the Negro males, 13.8 percent showed 
positive or doubtful results, while 13.4 percent 
of the Negro females showed positive or 
doubtful results. Among 1,977 white persons 
tested (64 percent of the white population) 
there were only twelve positive blood tests 
and no definite pattern of syphilis prevalence 


could be established. Among the Negro popu- ° 


lation higher percentages of positive and 
doubtful results were found in the lower social 
classes and were more pronounced among the 
females than among the males. 


From “Syphilis Prevalence and Community Struc- 
ture’ by W. Lloyd Warner, Mozell C. Hill, C. D. 
Bowdoin, J. Wallace Rion, and Bevode McCall, in 
Journal of Venereal Disease Information, June 1951. 


MEDICAL TEACHING MISSIONS 

Medical teaching missions are among the 
newest types of medical educational projects, 
yet for Wxo they are among the oldest in 
which the organization has engaged. These 
missions, varying in size from eight to four- 
teen members, consist of scientists of inter- 
national reputation who occupy prominent 
teaching positions in their home countries. 
An ad hoc traveling faculty is formed for the 
purpose of informal exchange of ideas and 
information between visiting and local scien- 
tists. Besides the professional teaching staff 
a skeleton administrative group—an adminis- 
trator-in-charge and one or two secretaries— 
is included in the mission. 

Since the projects are of relatively short 
duration and involve a considerable expendi- 
ture of funds it is essential to make the best 
possible use of time. This requires meticulous 
preparation on the part of the hosts so that 
all demonstrations planned by the visitors 
may be carried out according to schedule. An 
equal amount of planning is needed by the 
visiting scientists who have to prepare their 
lectures and teaching materials. It takes 
from eight months to a year to prepare a 
teaching mission. 

Formal teaching is kept to a minimum. A 
mission’s activities consist largely of informal 
exchanges of views in the course of ward 

(Continued on page A8) 
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NEW BOOKS 
And Other Publications 


NURSING DURING DISASTER, A GUIDE 
FOR INSTRUCTORS 


National League of Nursing Education. 2 Park Avenue, 

New York 16, NLNE,. 1951. 47 p. $1.25. 

This booklet is presented as an aid in cur- 
riculum construction so that nurses may 
learn to function effectively in a wide variety 
of emergency situations. The title is self 
explanatory. The approach to the planning 
is sound. The contributors represent a wide 
variety of fields. Probably to expedite group 
discussion geographical representation on the 
committee was limited. 

The contributors support the thesis that 
“adequate preparation is the best prevention 
and the most potent antidote for national 
disasters.” National emergencies have been 
defined to include those caused by natural 
phenomena, as well as by atomic, biological, 
chemical, and psychological warfare. The 
guide is designed to be “a basis upon which 
instructors can build, and should be adapted 
to their local situations and adjusted to new 
developments and resources.” 

Objectives pertinent to this area have been 
developed for both basic professional and 
practical nursing curricula. Content by sub- 
ject areas has been outlined under each objec- 
tive. In each case a method for attainment 
of the objective has been suggested. The ex- 
tensive resource list of books, pamphlets, 
magazines, and films should prove to be of 
great value to the instructor. 

The material is set up in a clear, specific, 
and definitive manner, although opportunity 
for individual teacher planning is also present. 
The students’ background knowledge of so- 
ciology and psychology has been utilized. 
Implications for nursing care which grow out 


of the individual’s emotional reaction to 
disaster have been carefully detailed. The 
philosophy of the team approach to nursing 
is evident. Throughout the outline emphasis 
on all aspects of community nursing care has 
been maintained. 

The school of nursing faculty might use 
Nursing During Disaster as a basis of cur- 
riculum revision and change of emphasis in 
the light of present community needs. Serious 
consideration by all nursing educators is 
recommended. 


—KATHERINE SvELANDER, R.N., Educational Director, 
The Swedish Hospital Division, University of 
Washington School of Nursing; and KATHERINE 
HorrMan, R.N., Educational Director, Harbor- 
view Division, University of Washington School 
of Nursing. 


COMMUNITY PLANNING FOR HUMAN SERVICES 
Bradley Buell and Associates. New York, Columbia 

University Press. 1952. 464 p. $5.50. 

This volume deals with people, with families, 
and with community problems and opportuni- 
ties. It emphasizes factors of interrelation- 
ship and of interdependence and it brings into 
focus the significance of joint planning, of co- 
operative action, and of mutual understand- 
ing. It should be read, studied, and even en- 
joyed by people concerned with health and 
other aspects of social welfare, and more 
actively used than some reference books are. 

New materials are presented from a com- 
prehensive statistical study of the community 
setup in St. Paul, Minnesota, conducted by 
Community Research Associates, Inc. At- 
tention is given to human problems of the 
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family relating to dependency, ill health, mal- 
adjustment, and recreational need. For ex- 
ample, certain families, those having two or 
three of these problems, “absorbed 68 percent 
of the dependency services, 46 percent of the 
health services, 55 percent of the adjustment 
services of the community.” Many indi- 
viduals were known by two or more different 
community agencies, an observation not sur- 
prising to nurses. In the majority of de- 
pendent families there were such serious handi- 
caps as chronic illness, mental illness or defect, 
and broken homes. The undertaking was 
made possible by The Grant Foundation. 
Referring to the great community enter- 
prise built by our people for the common 
welfare the author states: “Today, drawing 
upon increasing resources of progressively 
competent and scientific and professional per- 
sonnel, the community pours forth a great 
volume of service to a troubled people. The 
demands are tremendous, and to a great ex- 
tent have been well met.” A challenge is pre- 
sented for the increased efforts of all con- 


cerned toward greater achievement and co- 
herent thought about community planning 
and action. 


—Ira V. Hiscock, Sc.D., Chairman, Department of 
Public Health, Yale University. 


GENERAL 

Steps TowArp PREVENTION OF CHRONIC DISEASE. 
Summary of the National Conference on Chronic 
Disease: Preventive Aspects, held March 12-14, 
1951. Raleigh, North Carolina, Health Publications 
Institute, Inc. 1952. 31 p. 50c a copy; discount on 
quantity orders. The conference, sponsored by the 
Commission on Chronic Illness and cosponsored by 
United States Public Health Service’ and the 
National Health Council, brought together current 
knowledge and experience to confirm the convic- 
tion that much chronic illness can be prevented. 
The pamphlet presents the core of the conference’s 
discussions, conclusions, and recommendations and 
should heighten interest in the more detailed work 
of the conference and in the questions which it 
faced. 


Tue Jos oF THE PuysicaL THERAPIST. The American 
Physical Therapy Association. 1790 Broadway, 
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HOSPITAL IMPROVEMENTS 


Olive Matthews. 22 Harrington Gardens, London, S.W. 7, 
Olive Matthews. 32 p. Price 1/6 (about 40c) discount 
on orders of 25 copies or more. Order direct from 
publisher by sending international money order from 
post office. 


This small paperbound pamphlet of thirty- 
two pages is a minor masterpiece of simplicity 
and conciseness. -The aim of the ambitious 
title, Hospital Improvements, is achieved 
through suggestions for the improvement of 
the service to the patient, who rightly becomes 
the focus of the hospital, its routines, its per- 
sonnel, its structure and decoration, and its 
service. This is today the subject of other 
more elaborate theses, but few have succeeded 
with well chosen words and line drawings in 
going so directly to the heart of the matter 
and in pointing out so effectively how very 
much little things count, how easily they may 
be done if imagination and the will to serve 
another human being in sickness motivate the 
planning and the doing. Although directed 
toward improving hospital life in Great 
Britain this booklet should prove stimulating 
to nursing homes, homes for the aged, public 
and private, and hospitals in the United States 
and elsewhere. 


—Oure A. RANDALL, Consultant on Services for the 
Aged, Community Service Society of New York. 


New York 19, The American Physical Therapy 
Association, 1951. 14 p. 35c. 


SCHOOL HEALTH 
HeattH anp HeattH Epvcation. C. E. 
Turner, Ed.M., D.Sc., Dr.P.H. St. Louis, The C. V. 
Mosby Company. 2nd edition. 1952. 472 p. $3.50. 


MATERNITY CARE 

Havinc A Basy. Ruth Carson. New York, Public 
Affairs Committee, Inc. 1952. 31 p. 25c; special 
quantity rates. Prepared with the cooperation of 
the Maternity Center Association this pamphlet 
gives basic information about pregnancy, birth, 
and care of the baby. It coincides with modern 
thinking in the idea that both parents should learn 
together what to expect during pregnancy so that 
they will be happier, more confident, and more 
cooperative. 


(Continued on page A111) 
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FROM NOPHN HEADQUARTERS 


BUSINESS AS USUAL 

Fer several months we have been high- 
lighting in this se=tion news items about the 
Biennial Convention, and now we come to 
Biennial month. A'\though we'll run up against 
a very tight deadline we pian to get a tele- 
scoped report of the main events into the 
July issue and follow up in August with an 
on-the-scene account. 

Even though reorganization and the con- 
vention have occupied a good deal of our 
time and attention the Nopun staff and com- 
mittees have been carrying on an expanded 
program which includes many other interest- 
ing and important activities this year. 

You have probably noticed the lengthy 
field schedule published each month in the 
magazine. At least one member of the staff 
had visited in twenty-two of the states by 
May 30. These visits have been for a variety 
of purposes. For example, Anna Fillmore 
participated in the annual meeting of the 
Southern Branch of the ApHa in Baltimore. 
Bess Littman spent a day in Portland, Maine, 
talking with the board members of the DNA 
and the nurses of both the Dna and the City 
Health Department about mental health con- 
cepts as used in public health nursing. Helen 
Connors has just returned from three con- 
ferences to discuss nursing in medical care 
plans with groups of nurses and board mem- 
bers and has several more similar appoint- 
ments on her schedule. 

Ruth Fisher and Dorothy Rusby at this 
writing are surveying the program of the 
Brooklyn VNaA. Marjorie Adams has visited 
a number of agencies in New England and 
New Jersey, and Judith Wallin practically 
followed a circuit rider’s path in Pennsylvania. 
She then set out for West Virginia, Texas, 
Kansas, and Missouri. 

The Committee on Nursing Administration 
met in February. Alice Brackett of the Chil- 
dren’s Bureau is chairman of this committee. 
The group discussed many practical matters 


of concern to public health nursing board 
members, executives, and staff nurses. Among 
other materials the committee reviewed the 
recently prepared schedules for self study of 
local public health nursing services. The 
schedules, which have been frequently re- 
quested by agencies all over the country, will 
be available soon. 

The Nopxn statistical staff is working close- 
ly with one of the north central states in a 
statewide study of public health nursing costs. 
It is gratifying to see how the procedures 
established for determining costs in individual 
agencies may be used on a statewide basis. 
Statistical Reporting, last revised in 1944, is 
undergoing another revision to bring its con- 
tents up to date with midcentury practices. 
The Mtr has generously, as usual, lent staff 
members to work with Ruth Fisher and Mary 
Elizabeth Bauhan on this project. 

This sketchy account, of course, is not 
meant to be inclusive. For a detailed report 
of NopuHn activities you have the spring issue 
of Phn which was mailed in mid-May. We 
just wanted you to know that the work needed 
for public health nursing is going on while 
plans for reorganization are going forward. 


REPRINTS AVAILABLE 
The following reprints from the January 
and February issues of the magazine are now 
available: The $64 Question: How To Stimu- 
late Board Members To Keep Informed, by 
Constance R. Belin, 15 cents; A Challenge to 
Health Councils, by Samuel Peskin, 15 cents; 
Cars for Public Health Nurses and Students, 
15 cents; The Use of the Supervisory Con- 
ference in Effecting a Change in Attitudes, 
by Claire E. Bartholomew and _ Belva 
Gocheneur, 20 cents; and Preparation for 
Family Living, by Eleanor Hawley and others, 
20 cents. 
One copy of each of the above reprints may 
be secured free by NopHN members. 
The Boston University School of Nursing 


358 


June 1952 


has purchased copies of the article Boston 
University School of Nursing Introduces the 
General Nursing Program (PusLtic HEALTH 
NursInG, February) and will answer requests 
for single copies. Please write to Public 
Health Nursing Department, Boston Uni- 
versity School of Nursing, 264 Bay State 
Road, Boston 15. 


MEMBERSHIP NEWS NOTE 
More agencies with 100% staff membership: 


KANSAS 
Kansas City Visiting Nurse Association 


OHIO 
Columbus Cancer Clinic 


PENNSYLVANIA 


Ambler—North Penn Community Centre 


NOPHN FIELD SCHEDULE—MAY 


Philadelphia, Pa. 
Washington, D.C. 
Boston, Mass. 
Corning, N. Y. 
Bernardsville, N. J. 
Huntington, N. Y. 
Milton, Mass. 
Orange, N. J. 
Galveston, Tex. 
New Orleans, La. 
Washington, D.C. 
Brooklyn, N. Y. 
Louisville, Ky. 
Akron, Ohio 
New Orleans, La. 
Quincy, Tl. 
Springfield, Ill. 
New Orleans, La. 
Alexandria, La. 
Kansas City, Mo. 
Pensacola, Fla. 
Augusta, Ga. 
Aiken, S. C. 
Jacksonville, Orlando, Kissimmee, Fort Lauder- 
dale, Key West, Sarasota, St. Petersburg, Clear- 
water, Tampa, Tallahassee, Fla.; Chicago, Il. 
Dorothy Rusby Brooklyn, N. Y. 
Jean South Concord, N. H. 
Boston, Mass. 
Marie Swanson Washington, D.C. 
Judith E. Wallin Charleston, W. Va. 
Texarkana, Dallas, Galveston, Austin, San An- 
tonio, Tex.; Tuisa and Oklahoma City, Okla. 


April field trips not previously reported: Marjorie 
L. Adams, Ridgewood, N. J.; Eva M. Reese, Co- 
lumbia, S.C.; Grace K. Luby, Gulfport, Biloxi, Miss. ; 
Florence C. Austin, Stamford, Conn. 


Anna Fillmore 


Marjorie L. Adams 


Helen Connors 
M. Olwen Davies 


Ruth Fisher 


Frances E. Goodman 


Helen S. Hartigan 


Grace K. Luby 
Eva M. Reese 


NOPHN 


ABOUT PEOPLE YOU KNOW 


Marian Chladek became director of the Division 
of Public Health Nursing, Wyoming Department of 
Public Health, in March. During World War II Miss 
Chladek did public health work in Greece on the 
Unrra staff.... The Visiting Nurse Service of 
New York announces twu appointments tc its super- 
visory staff: Elsie I. Hugo, supervisor at the Kips 
Bay center, and Mrs. Ellen L. H. Johnson, assistant 
supervisor, at the Central Harlém office. 

Michigan Department of Health announces the 
resignation of Mary Alton, industrial nursing con- 
sultant, and the appointments of Barbara Wilcox 
as regional public health nursing consultant and Mrs. 
Helen Kabel as industrial nursing consultant... . / 4 
tea in honor of nurses having ten years service with 
the Instructive District Nursing Association and 
Division of Nursing, Columbus Department of Health, 
was held in March. Gold and blue enamel service 
pins were presented to Ruth Bishop, Sylvia Berg, 
Marie Ryan, Mrs. Ruby Hiatt, and Mrs. Margaret 
Miller. The tea was sponsored by the Board of 
Directors of the Ipna. 


Dr. Charles D. Marple has been appointed medical 
director of the American Heart Association. He 
has been assistant clinical professor of medicine at 
the University of California School of Medicine, 
San Francisco. ... Dr. Dean W. Roberts will join 
the Commission on Chronic Illness as director in 
July. Dr. Roberts is on the faculty of Johns Hop- 
kins University as a lecturer in public health admin- 
istration. The commission headquarters will be 
moved from Chicago to Baltimore. ... Clark W. 
Blackburn, executive director of the Family ant 
Children’s Service of Minneapolis, will become gen- 
eral director of the Family Service Association of 
America in August. Mr. Blackburn succeeds Frank 
J. Hertel, who resigned last year to become associate 
general director of Community Service Society of 
New York. 

Ruth Kahl, Public Health Service nurse officer, 
has been assigned to the Department of State as 
director of nursing for the department’s domestic 
and foreign services. Miss Kahl has been in Salt 
Lake City for the last two years as public health 
nurse consultant in the occupational health field 
station. Before joining the Pus she was educational 
director, Milwaukee Vna.... Ovelia Winstead is 
the fifth Uspus nurse to join the Point Four mission 
in Iran. Miss Winstead has been with the Eaton 
County Health Department in Charlotte, Michigan, 
since 1948. 
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NEWS AND VIEWS 


Nine CONFERENCE ON GRADUATE 
NURSE EDUCATICN 

How well are educational programs for 
graduate nurses keeping up with changing 
social and scientific conditions and with chang- 
ing demands made of nursing? Representa- 
tives from colleges and universities with such 
educational programs will have the oppor- 
tunity to meet together and look at themselves 
reflectively at the NLNE Conference on Gradu- 
ate Nurse Education to be held in Chicago, 
September 8-11, 1952. This work conference 
will investigate critical issues and problems 
found in graduate nurse education. 

The National League of Nursing Education 
is sending invitations to deans and directors 
of schools of nursing conducting programs 
(leading to a degree) for graduate nurses. 
Many members of the Nopun Collegiate 
Council on Public Health Nursing Education 
will participate in the conference. 

There is no wish that all schools adopt a 
common pattern. But from thinking together, 
sharing knowledge and experiences, sugges- 
tions should result for the improvement of 
the preparation of graduate nurses to meet 
nursing needs. Marie Farrell, professor of 
nursing at Boston University School of Nurs- 
ing, is director of the conference. 


SOCIAL HYGIENE REPRINTS 

Now available from the American Social 
Hygiene Association: Reprints from the 
February 1952 issue of the Journal of Social 
Hygiene, An Approach to Education for Per- 
sonal and Family Living, 15 cents each, $1.50 
a dozen; Partners in Sex Education, 5 cents 
each, $.50 a dozen; from the December 1951 
issue, Social Hygiene in Nursing Education, 
5 cents each, $.50 a dozen. From Boy to 
Man, revised 1952, 10 cents each, $1 a dozen; 
Why a Blood Test, single copies free, $1.50 
for 100 copies. Write to AsHa, 1790 Broad- 
way, New York 19, for copies. 


SUMMER INSTITUTES 

Summer workshops. of special irterest to 
public health nursing executives are being 
planned jointly by the Community Chests and 
Councils and the National Social Welfare As- 
sembly. It is not too late for you to plan to 
attend but register promptly. 

Adirondack Workshop. August 3-August 
8 at Silver Bay, Lake George, seventy-five 
miles north of Albany, New York. Topic: 
Specialization—Challenge for Teamwork. 

Great Lakes Institute. July 28-August 1 at 
College Camp, Lake Geneva, Wisconsin. 
Topic: Current Public Attitudes Toward 
Public Welfare. 

Registration fees for the workshops are $5. 
The costs of accommodations and meals are 
reasonable. Discussion groups will meet in 
the mornings under the leadership of outstand- 
ing people in the health and social welfare 
fields. The afternoons and evenings will be 
free. If interested in participating write as 
soon as possible to Community Chests and 
Councils of America, 155 East 44 Street, New 
York 17. 


MORE ON Nine PUBLICATIONS 

Volume number 6 in the series of NLNE 
annotated bibliographies is now available. 
This covers communicable disease, poliomye- 
litis nursing, tuberculosis nursing, and venere- 
al disease nursing (price $1.50). 

The League also has ready Descriptions of 
Eight Collegiate Basic Programs in Nursing. 
This was compiled primarily to give an idea 
of what the maintenance of a program in nurs- 
ing involves to administrators in institutions 
of higher education who are contemplating 
setting up such a program (price $1). 

League Exchange (number 3) is a descrip- 
tion of a work conference, Suggested Outline 
for the Teaching of Venereal Disease Nursing 
(price 50 cents). : 

Nursing of the Sick is a collection of papers 
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on nursing presented at the 1893 meeting of 
the Icn. This was published by McGraw-Hill 
in 1949 ($3.50) and is now available from 
NINE in paper cover (price $1.50). 

Nursing Education by Lulu K. Wolf. This 
was originally printed in the 1952 edition of 
American Universities and Colleges published 
by American Council on Education. Reprints 
from NLNE at 25 cents each. 

Order all the above from Nine, 2 Park 
Avenue, New York 16. 


NURSE RECRUITMENT 

The newest recruitment device to interest 
young people in nursing as a career is a 
comic booklet, Janie’s Decision, released by 
the Committee on Careers in Nursing. The 
cartoon narrative folder is designed especially 
to stimulate interest in nursing among young- 
sters of the junior high and first year senior 
high school grades and offers advice on plan- 
ning a high school curriculum which will 
qualify them academically for admission to 
a school of nursing. 

An indication of the growing career oppor- 
tunities in nursing awaiting this age group is 
the fact that by 1954, 404,500 graduate nurses 
will be needed to maintain essential civilian 
and military health services, and needs will 
continue to mount. 

Publication of this recruitment folder was 
made possible through a special grant from 
Nrip which has given support to the national 
student nurse recruitment program for several 
years. The Committee on Careers in Nurs- 
ing receives funds also from national nursing, 
medical, and hospital organizations and, as a 
participating agency in the United Community 
Defense Services, from the United Defense 
Fund and local Red Feather campaigns. 

Single copies of Janie’s Decision may be 
secured free of charge from the Committee on 
Careers, 2 Park Avenue, New York 16. Quan- 
tities are available in minimum orders of 
1,000 at. $8. 

The Committee on Careers has two new 
staff members: Rhobia Taylor, until recently 
head of special events for the National Insti- 
tutes of Health, is director of field services, 
in charge of the expanded program of field 
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work. Mary Jane Chrisulis is public rela- 
tions assistant assigned to headquarters. Miss 
Chrisulis has been in public relations work 
with the Florida Tuberculosis and Health 
Association. 


BURN DRESSINGS APPROVED BY 
CIVIL DEFENSE GROUPS 

Civil defense organizations in thirty-four 
states are reconimending the use of Vaseline 
sterile petrolatum gauze bandages for emerg- 
ency first aid treatment for burns in the event 
of an atomic attack. The United Nations 
forces in Korea are using this emergency 
burn covering also. 

The sterile petrolatum gauze bandages were 
first prepared by the Chesebrough Manu- 
facturing Company at the request of the U. S. 
Army Surgeon General’s Office for extensive 
use in burn therapy during World War II. 
Recently this company brought out smaller 
aluminum foil packets of the Vaseline sterile 
petrolatum gauze for civilian use. 

According to both military and civilian 
authorities burns will constitute the majority 
of all casualties in the event of an atomic at- 
tack. The first aid care for burns is de- 
scribed in a folder, Treatment of Atomic 
Bomb Injuries, prepared by Dr. Martin J. 
Healy, Jr., for the New York City Office of 
Civil Defense. This leaflet is being widely 
distributed throughout the United States. Dr. 
Healy lists as step-by-step treatment evaluat- 
ing the extent of the burn; giving the patient 
blood, plasma, or saline; dressing the wound 
with Vaseline petrolatum gauze; applying 
moderate pressure bandage. 


NURSES’ HOUSE 

Set amid spacious, treeshaded lawns and 
brilliant flower beds, with a private beach on 
the Great South Bay, Nurses’ House is an 
ideal vacation spot for graduate and student 
nurses. For those who want companionship 
there are beach picnics, swimming, badminton, 
bicycling, horseback riding, and other sports. 
For those who crave peace and solitude there 
are many indoor and outdoor retreats where 
they can rest undisturbed. In the nearby 
town of Babylon, Long Island, there are 

(Continued on page A13) 
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Our Readers Say . 


LEARNING CAN BE FUN 

When I take time to read an issue of the magazine 
I finish with a warm glow over the writing ability, 
the practicalness, and the news that is found in it. 
On the other hand, when I just leaf through I think, 
“Why, there isn’t much in it, anyway.” The how- 
to-do-it and how-to-approach-it articles which have 
appeared lately make me feel good all over, even 
though I no longer need them. Or do I? For I 
remember well how completely helpless I felt when 
faced with situations that required practical action. 
I had learned the theory, the aims and objectives— 
but which handle did I take hold of first, or where 
was there a lever, anyhow? 

I think it was Miss Reed who wrote in a recent 
issue about her experience and pleasure in teaching 
through mimicry, and which so renewed my enthusi- 
asm about a pleasant teaching experience that I 
would like to tell you about it. When I was in my 
first job as the one and only public health nurse 
for a county one of the members of the nursing 
committee said to me, “Miss Lohoefener, when you 
visit the schools this fall couldn’t you talk about 
something that parents can learn from their children, 
something in first aid or home nursing? They’ve 
heard so much about brushing their teeth and what 
they should eat for so many years, but they don’t 
do it, anyway. I think it’s the job of the parents, 
anyhow, to see that the children brush their teeth.” 
This woman had five children in school, was very 
active in her rural community, and I thought she 
should know. 

In the next few weeks Johnny was created. I 
found him stuck away in the nurses’ closet with a 
layette and rompers—two pairs, so he could have a 
change and set a good example. Johnny, his rompers, 
a blanket, a bandaid, a bandage roll, a piece of clean 
white muslin, rubbing alcohol, soda, a small dish, 
and a bar of yellow laundry soap were packed in a 
suitcase and traveled with me from then on. 

The news about Johnny traveled fast, and soon 
when I visited a school the children would be at 
the car to meet him. Their little arms would be 
stretched out and Johnny in his box would be placed 
in them and carefully and proudly carried in. 
Sometimes before, sometimes after the lesson, those 
pupils who wanted to, held Johnny—even the eighth 
grade boys and girls occasionally. 

The lessons went something like this, with varia- 
tions as the need arose because of the age of the 


group and the variations in age in the group: 
“This is Johnny. Johnny is a good little boy, but 
sometimes he gets into trouble. The other morning 
his mother was peeling potatoes while Johnny was 
watching her. The telephone rang and she answered 
it. Johnny thought he could peel a potato like 
his mother. And what do you suppose happened?” 
Enthusiastic shouts of “He cut himself,” from the 
audience. 

“What does your mama do if you cut yourself?” 
Out would come the home remedies used, and if 
they were safe their continued use was encouraged. 
If someone said, “My mama puts alcohol on my 
sore when I cut myself” I would say that that was 
just what Johnny’s mother did, and demonstrate how 
by holding Johnny’s finger over a vessel and pouring 
alcohol over it. Then came discussion of when and 
when not to apply bandages and a demonstration 
of how. 

I found that talking about the children’s experi- 
ences in stepping on a nail was enough to hold the 
interest of the children in the lower grades but 
usually the seventh and eighth grade children pre- 
ferred hearing about tetanus, et cetera. Their inter- 
est was really kindled when I said that during one 
of our earlier wars tetanus was considered the lead- 
ing cause of death. 

The next part of the lesson was something like 
this: “Now Johnny’s thumb was all healed and 
he was out in the yard playing when mama came 
home with a bag of groceries. She went inside to 
change her shoes and told Johnny to let the groceries 
alone, but he thought just looking a little bit 
wouldn’t hurt. Soon he found a box with a lot 
of little sticks——” 

“Matches!” 

“And then?” 

“He lit one and burned himself.” 

Here the soda water is mixed and used. I go 
through my supplies in the suitcase and use whatever 
is common practice in the community or suggested 
by the children which is good first aid procedure. 

I’m growing too lengthy, but the combination of 
child psychology and first aid gave all of us a lot 
of fun. A nurse mother said, “I wish I could 
teach my eight-year-old son in thirty minutes what 
you taught him in that time.” There were many 
favorable comments, and by special request the talk 
“just like you give it to the children” was given to 
two large parent groups. All this was done while 
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carrying on a_ generalized public health nursing 
program and added much to it, for many parents 
welcomed my visits more warmly because they 
thought they already knew me. At the fall county 
fair the public health nursing exhibit featured “this 
—not this” and Johnny sat at a little table with 
another doll called Charlie McCarthy. The children 
would come in again and again, leading first one 
relative and then another, to see Johnny. 

FriepA LOHOEFENER MOENTMANN, R.N. 

Norborne, Missouri 


TEST FOR ALBUMINURIA 

I know that public health nurses are always looking 
for new and improved equipment and procedures 
and I think they will be interested to learn about 
our experience. The staff of the Chicopee Community 
Nursing Association had searched for some time for 
an effective reagent for detecting albumin in urine, 
one free from the problems presented by liquid 
solutions—leaking and staining. 

We believe we have found an excellent replace- 


Emotional Aspects of Polio 
(Continued from page 344) 


the child into less strenuous activities may be 
helpful. Here again a close interpersonal 
relationship is important, for if children can 
get really well acquainted with a nurse, occu- 
pational therapist, or doctor, and talk about 
their worries they may be able to face reality 
and meet it. 

5. The feeling of being different from others 
must be recognized also. This has been met 
in some situations by forming clubs in which 
people with common difficulties can get to- 
gether and the acute awareness of being dif- 
ferent is lost. This may be of some help, but 
one must remember that club activities occupy 
only a short part of their day, that the rest 
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ment for the messy solution in the Cargille reagent 
granule, a small porous granule impregnated with 
sulfosalicylic acid. It is easy to carry and simple 
to use. One granule is dropped into a test tube 
containing 5 cc of urine. The test tube is shaken 
and the presence of albumin is indicated by a white 
precipitate. 

When we were experimenting with this reagent 
we found it difficult to secure samples of urine con- 
taining albumin. Our affiliating students came to 
our assistance by bringing specimens from the hos- 
pital services. The nurses examined samples of the 
same urine specimen with the testing solution we 
had been using and with the reagent granule. We 
found the reactions similar. The Cargille test has 
been approved by our Medical Advisory Committee. 

All our staff are well pleased with the Cargille 
method of determining albumin in urine and we 
think other nurses may want to investigate this 
product. For information write to Cargille Scientific, 
Inc., 118 Liberty Street, New York 66. 

TuereseE M. LaLancette, R.N. 
Supervisor, Chicopee Community 
Nursing Association, Massachusetts 


of the time is spent with people who are 
physically whole. Opportunities to talk about 
being different may help to attenuate the 
impact. 

In spite of the many ways in which polio 
touches upon the inner personal life we can 
be helpful by being aware that the patient is 
a person who meets the disease in his indi- 
vidual way depending on his life experiences, 
that he is frightened, and that those about 
him represent tremendously important people 
in his life. Help to him will be greatest if 
the personnel act as good loving parents. He 
will be impressed by actions more than words 
that the world does not accept or reject people 
on the basis of their physical beauty or per- 
formances but instead loves them and accepts 
them for the persons they are. 


| 
| 
| 
{it 
| 
| 


A8 


Ideal For Premature, Normal Babies 


New Arrivals! 
Newborn babies take to the Evenflo 
Nurser as readily as the breast. The 
Evenflo “twin-valve” Nipple is so 
soft and easy to nurse that babies 
take maximum nourishment before 
exhausting their limited strength. 
For a smooth start in life, it’s Evenflo! 


“New Arrivals” in Our Evenflo Line 


NEW EVENFLO CROSS-CUT NIPPLE 
“& This is the Evenflo Twin Valve 
Nipple with special cross-cut 
perforation to help prevent clog- 
ging in terminal sterilization. 
Price only 10c. 


NEW DR. GRIESINGER NIPPLE 
Designed by a Portland, Ore., 
orthodontist, it has bulge on tip 
to widen dental arch, prevent 
crooked teeth. Especially designed 

for the Evenflo Bottle. Price 25c. 


NEW “COLORGRAD” EVENFLO 
Evenflo Nursers are now 
available in three types— 
regular—25¢; with ounce 
gradations in red—30c; 
with Pyrex brand 


bottles—40c, 
® £ 

Eventlo | 

America’s 25¢ 


Most Popular Nurser 


Nipples & parts only 


Approved by Doctors and Nurses 


Abstracts 

(Continued from page 355) 
rounds, small group discussions, seminars, and 
other meetings. Visiting and host surgeons 
perform operations together; those concerned 
with the basic sciences spend time in labora- 
tories discussing problems of mutual interest 
and demonstrating specific technics; and, most 
important of all, specialists, visiting and local, 
conduct rounctable discussions on timely 
topics. 

The medical teaching mission to Israel in 
September 1951 consisted of international ex- 
perts in the fields of physiology and _ phar- 
macology, biochemistry, pathology, internal 
medicine, pediatrics, general and_ thoracic 
surgery, neurosurgery, orthopedic surgery, 
radiology, anesthesiology, medical education, 
public health administration, epidemiology, 
and environmental sanitation. This team was 
divided into three groups: (1) a preclinical 
and clinical group (2) an advisory group on 
medical education (3) a public health group. 
Hundreds of Israeli physicians benefited from 
the mission’s work—daily activities and lec- 
tures given in Haifa, Tel Aviv, and Jerusalem. 

The medical teaching mission which went 
from Israel to Iran last October was smaller 
than the first group. Its activities were simi- 
lar to those in Israel. The faculty at Tehran 
prepared a number of fine seminars which 
gave the visiting experts a chance to learn 
a great deal about medical and health prob- 
lems specific to Iran and other countries in 
the Middle East. 

Although the medical teaching mission can- 
not supplant other time-honored technics such 
as training through fellowships, visiting or 
exchange professorships, and travel grants, it 
can accomplish other objectives not easily 
achieved by older methods. The stimulative 
impact of the visit of such sizable groups of 
outstanding experts is extremely valuable. 
Also, the diverse activities of a teaching mis- 
sion, if carefully integrated and selectively ap- 
plied according to a country’s needs, extend 
into virtually all aspects of medical and health 
work. 

Both the visiting and local scientists teach 
and learn at the same time. There is truly an 

(Continued on page A11) 
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Making special diets 
" some th ing spec i al" To encourage special-diet patients to 


: follow your instructions happily and 
; consistently—Gerber’s Strained Foods 
offer these “specialties” : 


VARIETY! 


Thirty different strained 
foods give prescription 
selectivity and menu- 
interest. They include six 
meats, none— even pork — 
with over 5% fat content. 


APPETITE-APPEAL! 


Gerber’s delicious true 
flavor and true color bright- 
en up special-diet meals. 


EASY DIGESTIBILITY! 


Low in crude fiber and sea- 
sonings, they have the 
smooth texture that’s the 
first prerequisite of so 


many special diets, 


* 


NUTRITIVE VALUES! 
Gerber’s rigid quality- 
control system assures 
you of foods high in reten- 
tion of proteins, vitamins, 
minerals. 


CONVENIENCE! 


Easy to serve... Gerber’s 
pre-cooked foods come in 
convenient individual-size 
containers. Easy to shop ~— 
for in leading grocery ~ a 
stores everywhere. — 


"SPECIAL DIET RECIPES" 
FREE 


Includes those illustrated above — 
Chicken “Gumbo” Soup, Individual 
Meat Pie, Jellied Vegetable Salad, 
Fruited Rice Pudding — and many 
others for Bland, Soft, Mechanically 
Soft, Liquid, and Low-Residue 
i Diets. Write on your letterhead to 
| Dept. PN6-2, Fremont, Michigan. 


erbers 
BABY FOODS 


4 Cereals * 50 Strained and 
Junior Meats, Vegetables, 
Fruits, Desserts 
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CREAM- 


anourishind food 
to eat 


and so 


No bee of nutrients observed 


Just how available are the nutrients of ice 
cream ... and how readily can they be 
used by the human body? 

Chemical analyses have shown ice 
cream to be high in nutritive value!... 
now research shows that 
certain nutrients in this 
favorite dairy food are 
more readily available to 
the body than are those 
of many other foods.? 

A controlled diet, demonstrated to have 
high digestibility was fed to a group of 
healthy young women. After a prelim- 
inary observation period, certain foods 
were introduced into this basic diet in 
amounts in line with ordinary eating 
practices. Not all of these foods were well 
digested — failure to absorb all of the avail- 
able nutrients resulted in some loss of 
calories, proteins and fat to the body. No 
such loss of nutrients was observed when ice 
cream was the added food. 


The suggestion has pony 
been made that the nu- 
tritive value of certain ad 
foods may be over-esti- 
mated if the foods are 
judged solely on the basis 
of composition, with no consideration of 
digestibility. This is not true of ice cream 
which, by either criterion, ranks high 
among foods of nutritional importance. 


1. Dahlberg, A. C. and Loosli, J. K. Nutritive value 
of commercial ice cream. J. Am. Diet. Assn. 24:20 
~— ) 1948. 

Everson, G., Pearson, E., and Matteson, R. Bio- 
availability of certain foods as of 
riboflavin. J. Nutrition 46:45 (Jan.) 1952 


The presence of this seal indicates that 
all nutrition statements in this advertise- 
ment have been found acceptable by the 
Council on Foods and Nutrition of the 
American Medical Association. 


oly DAIRY COUNCIL 


111 N. Canal Street, Chicago 6, Illinois 


Since 1915 . . . the National Dairy Council, a 
organization, has been devoted to nutrition research and 
education to extend the use of dairy products. 
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Abstracts 
(Continued from page A8) 


exchange of scientific information and ideas 
in the course of a teaching mission. In addi- 
tion, the personal contacts made by scientists 
establish permanent channels of scientific 
communication. 

In all instances the general public in the 
countries visited has taken a great deal of 
interest in the activities of the members of the 
mission. An inestimable amount of goodwill 
and mutual understanding is generated by the 
efiorts of all who either go to foreign lands or 
who receive visitors openmindedly, in order 
to improve health standards. 

From Chronicle of The World Health Organization, 
January 1952. 


Books 


(Continued from page 357) 


SOCIAL WORK 


Tue SociaL WELFARE Forum, 1951. New York, Co- 
!  Jumbia University Press. 1951. 380 p. $5. This 
volume contains all the papers presented at the 
general sessions of the National Conference of Social 
Work, 1951, as well as a selected group from the 
three section meetings. The papers published this 
year emphasize the vital import of research to the 
field of social work. The material is grouped under 
five headings: Building Social Welfare for Democ- 
racy, Research in Social Welfare, Services to Indi- 
viduals and Families, Services to Groups and Indi- 
viduals in Groups, Services to Agencies and Com- 
munities. 


GERIATRICS 


GROWING IN THE OLpeR YEARS. Wilma Donahue and 
Clark Tibbitts, editors. Ann Arbor, University of 
Michigan Press. 1951. 204 p. $2.50. The third 
book in the “older years” series published by the 
University of Michigan, it emphasizes mental health, 
physical health, and education for an aging popu- 
lation. Topics discussed by national authorities 
include emotional needs of older people, psychiatric 
technics, community health services for older 
people, control of degenerative diseases, industrial 
health and the older worker, education for the 
older adult, and training for volunteers in com- 
munity service with old people. Will be useful 
to the professional worker and to the average 
person wishing to plan for his later years. 


Specified for 


SURGICAL USES: 
Vaseline Sterile 


TRADE 


Petrolatum Gauze 


Adopted as standard procedure by 
surgeons, as preferred matériel by _ 
nurses, these superior dressings cre 
used as wound coverings and pack- 
ings, as plugs and drains—as well as 
being the most widely-used defini- 
tive dressing for burns and abrasions. 
_ Adopted, because these ready- 
made dressings—packed in heat- 
sealed foil-envelopes—save time, 
motion, material... eliminate mess, 


insist on these superior dressi 
in the foil-envelopes 
CHESEBROUGH MFG. CO., Cons’d 
Professional Products Division 
NEW YORK 4, N. Y. 


VASELINE Is the of 
the Chesebrough Mfg. 
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HYPEROPIA TEST, or far-sightedness 
test. This test uses the same chart, 


GOOD-LITE 
7638 MADISO 
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STEP 1 


VISUAL ACUITY, the most important part of the screening 
program, can be done with greatest confidence with this chart, 
because the testing letters are accurate in size and shape, embedded 
between two sheets of hard plastic that can be washed repeatedly 
and are illuminated by a daylight fluorescent bulb and screened 
so as to produce an even distribution of 20-25 foot candles over the 
surface. (10 foot candles can be had on special order if desired.) 
Letter sizes 20/15 to 20/100 in children’s E card or alphabetical 
card for 20 foot use. Also a reversed card for indirect or ten 
foot use with mirror. 

Chart is 9 by 14 inches, comes complete with metal 
cabinet and bulb, ready to plug in. Weighs only 4 
pounds and may be hung on wall or set on a table. 
Eye chart complete with children’s E card........$22.50 

(Alphabetical card $2.50 extra) 


except the top lines are blocked off 
with a piece of cardboard showing 
only the 20/40 and smaller lines. 
Plus 2.00 glasses are used for fifth 
grade through eighth grade. About 
10% of the children will be able to 
read the 20 /40 line and about 3% the 
20/30 line. Those that can read 
these lines are far-sighted and may 
be referred for correction if they are 
obtaining less than average grades in 
school, If children wearing glasses 
are screened, the plus 2.00 lenses are 
placed over their own glasses for 
the test. 

Pius 2.00 $8.00 


STEP 3 


MUSCLE AND SUPPRESSION TEST. This test is to detect 
about 2% of the younger children who have either poor co- 
ordination of their eye muscles or suppress or ignore the sight of 
one eye. This test need not be given every year and for that 
reason a special piece of equipment has been designed so that it 
may be shared by many schools, and thus not incur the extra 
expense for each eye chart. The advantages are that neither 
special Maddox rod glasses nor a dark room are required for the 
test. It is so simple to operate that even kindergarten children 
give reliable answers. This is important because it is in the younger 
children that the incidence is higher and the improvement from 
early treatment is most effective. 


Muscle box ................ $55.00 


Three Steps for Visual Screening in Schools | 
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Stanley NUVIEN Bag 


The streamlined, easy-to-carry nurse’s bag. 
Hand tailored by Stanley—backed by many 
years of experience and reputation in the 
nursing field. The NUVIEN Bag contains 
many innovations that demand your atten- 
tion. 

STANLEY RURAL BAG NOW AVAILABLE 


STANLEY SUPPLY CO.—Nursing Supplies 
121-J EAST 24th STREET 
Branches: Dallas, Texas and Columbia, S. C. \ 


Write for literature and prices 


NEW YORK 16, N. Y. 


News and Views 


(Continued from page 361) 


movies and attractive shops to fill all vaca- 
tion needs. 

Nurses’ House is open all the year ‘round. 
For the convalescent who is able to be up and 
about but still needs a tranquil, easy life, the 
gracious oldfashioned house is a delightful 
place in which to recover strength. The food 
is delicious and you will want to forget calorie 
counting. Sledding, ice skating, country 
walks, and cheerful indoor gatherings make a 
refreshing weekend or week-long break in 
fatiguing winter. 

Only an hour’s trip from New York City, 
Nurses’ House offers all the pleasures of coun- 
try life. It is easy to reach by car. 

Since 1947 Nurses’ House has been directed 
by Nurses’ House, Inc., through its board of 
directors. It is nonprofit and receives some 
| support from the American National Red 
| Cross. Except during the busy vacation 
months guests who are recommended by 
nurses but are not members of the nursing 
profession are welcome if there are available 
rooms. Reservations may be made through 
Nurses’ House, Inc., 654 Madison Avenue, 
New York 21. The rate is $4 a day and there 
is a special rate of $2 a day for student nurses. 
The rate for nonnurses is $5 a day. Special 
arrangements can be made for those wishing 
assistance. Come once and you will come 
often. 


CURRENT LITERATURE IN VD 

The Division of Venereal Disease, Public 
Health Service, Fsa, has just released a 38- 
page booklet of annotated bibliographic ma- 
terial on venereal disease. The division will 
continue to prepare this type of annotated 
material if there is a demand for it. If you’d 
like to have your name included on the mail- 
ing list to receive the bibliographies send your 
request to the Division of Venereal Disease, 
Pus, Fsa, Washington 25, D. C. 


PRACTICAL NURSES FACT SHEET 

What is a practical nurse and what does 
she do? How should a practical nurse be 
trained? How can a practical nurse be identi- 
fied? What salary does a practical nurse re- 
ceive? For answers to these and other 
pertinent questions see the attractive state- 
ment recently issued by the Joint Committee 
on Practical Nurses and Auxiliary Workers in 
Nursing Services. Send to the Committee for 
copies of Practical Nurses Fact Sheet. Ad- 
dress, 2 Park Avenue, New York 16. 


@ The School of Public Health, University of Cali- 
fornia, Berkeley, in cooperation with the California 
State Civil Defense Organization will hold a work- 
shop on the Health Aspects of Survival, June 23- 
July 3, 1952. The course is designed to provide 
appropriate objectives and materials for instruction 
of the general high school and college student. 

For all details about registration, fees, and the 
course write immediately to Dr. William W. Stiles, 
director of the workshop, School of Public Health, 
University of California, Berkeley 4. 
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MEAT...and our changing 


national caloric requirement 


Because of labor-saving devices in present-day occupations, automotive trans- 
portation, and fewer hours in the working day, and because population concentra- 
tions are moving from rural to urban areas, the resulting changes in living habits 
have sharply decreased the caloric needs of millions of Americans.' Whereas many 
persons formerly expended 3,500 calories or more daily, today their expenditure 
may be only 2,500 calories per day. Despite this reduction in caloric requirements, 
the needs for most essential nutrients—proteins, vitamins, and minerals—remain 
largely unchanged. 

Hence, today more than ever before, foods should be chosen for their high 
content of essential nutrients in relation to the calories they provide. Foods of 
high nutritive quality, such as meat, therefore, assume particular importance in 
the changing American diet. 

That meat supplies an abundance of essential nutrients in relation to calories 
is evident from the table given below. Note that the percentage contribution of 
the recommended daily dietary allowances made by each nutrient is greater or 
much greater than the percentage contribution made by the calories. 

Calories and Nutrients Provided by 6 oz. of Average Cooked Meat 
and Their Percentages of Recommended Daily Dietary Allowances 


Amounts Percentages of 
per 60z.of | Recommended Daily 
Average Dietary Allowances 
Cooked Meat* N.R.C.f 
Calories 454 19% 
Protein (biologically 
complete) 44 Gm. 63% 
Iron 5.6 mg. 47% 
Phosphorus 4.4 mg. 28% 
Niacin 9.5 mg. 79% 
Riboflavin 0.44 mg. 24% 
Thiamine 0.50 mg. 42% 


*Average number of calories and average amounts of the chief nutrients furnished 
by six-ounce servings of cooked meat (averages of amounts furnished by six ounces 
each of cooked beef, lamb, pork, and veal).? 


tNational Research Council's recommended daily allowances for a sedentary man 
(154 Ib.). 
In addition to the nutrients listed above, meat contributes noteworthy amounts 
of the vitamins biotin, choline, folic acid, inositol, pantothenic acid, pyridoxine, 
and the newly discovered vitamin Bj». 


1. King, C. G.: Trends in the Science of Food and Its Relation to Life and Health, Nutrition Rev. 
10:1 (Jan.) 1952. 

2. Watt, B. K., and Merrill, A. L.: Composition of Foods—Raw, Processed, Prepared, in Agriculture 
Handbook No. 8, United States Department of Agriculture, Bureau of Human Nutrition and 
Home Economics, 1950. 


The Seal of Acceptance denotes that the nutri- @4tse, 
tional statements made in this advertisement r 

are acceptable to the Council on Foods and % y 
Nutrition of the American Medical Association. 70a" 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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POSITIONS AVAILABLE 


Advertisements in this column are accepted at the fol- 

lowing rates: 10c a word with a minimum of $3 for 30 

words or less, MONEY TO ACCOMPANY ORDER FOR 

INSERTION. Agency members or t s 

many have ONE insertion up to words without charge. 

Closing date for copy and cancelation is the Ist of the 
‘month previous to publication. 


PHYSICAL THI THERAPY SUPERV ISOR: wanted im- 
mediately ; graduate of approved school of physical 
therapy, preferably with nursing background and 
public health nursing experience ; therapist responsible 
for limited caseload and for staff education and 
supervision in the field of physical therapy; service 
to patients in their homes; long established, well 
endowed public health nursing agency, affiliated with 
Community Chest; in central Massachusetts, city of 
200,000 population; easily accessible to Boston; staff 
of 35 field nurses; liberal personnel policies including 
5-day week, a private retirement plan, and Social 
Security; salary open. Apply, stating preparation 
and experience, to Director, District Nursing Society, 
8 Chestnut Street, Worcester 2, Massachusetts. 


PUBLIC HEALTH NURSES: general rural | pro- 
gram; salary: public health nurses, $2852-$3536; 
graduate nurses as assistant Puns, $2540-$2972; $20 
monthly car rental plus upkeep; 5-day week, vaca- 
tion, sick leave, and retirement benefits. Write to 


Mrs. Earle W. Gibbs, State Health Department, Rich- 
mond, Virginia. 


QUALIFIED PUBLIC HEALTH NURSE: new 
health center; 90 miles from New York City; salary 
$3,250-$3,550; official car; good personnel policies. 
Apply to Mr. Michael J. Reddy, Court House, Monti- 
cello, New York. 


EXECUTIVE: generalized public health nursing pro- 
gram for private agency in large Southern city; 
salary $5,000-$6,000, depending on training and ex- 
perience. Write to Box 552, Pustic HeattH Nurs- 
ING, 2 Park Avenue, New York 16, New York. 


QUALIFIED NURSES: generalized public health 
nursing program; 5-day, 40-hour week; retirement 
plan; Social Security; beginning salary $3,240; car 
optional; good personnel policies. Write to Mary 
I. Breneman, Director, Visiting Nurse Association, 
1008 S. W. 6th Avenue, Portland 4, Oregon. 


QUALIFIED NURSE: 


nursing program; salary 


generalized public health 
determined by education 
and experience, salary increments; Social Security; 
retirement; agency car; suburban location, 19 miles 
from New York. Interview by appointment. Write 
to Miss Nellie L. Winey, Supervisor, District Nursing 
Association, 121 Prospect Street, Westfield, New 
Jersey. 


STAFF NURSE: generalized public health nursing 
program established over a 10-year period; salary 
$250-$297, depending upon qualifications and experi- 
ence. Apply to Director, Lawrence County Health 
Department, Lawrenceville, Illinois. 


PUBLIC HEALTH NURSES for positions in urban 
and rural agencies, official and private, in various 
parts of the country; no fee. Apply in person or 
write to Nurse Counseling and Placement Office, 
New York State Employment Service, 119 West 
57 Street, New York 19, N. Y. 


PUBLIC HEALTH NURSES: New York City De- 
partment of Health; immediate appointment on pro- 
visional basis; generalized service includes maternal 
and child care, school health and communicable dis- 
ease control; starting salary $2650, 37-hour week, 
liberal vacation and sick time allowance, pension 
rights; inservice training; applicants (except New 
York State veterans) must not have reached 36th 
birthday. Write to Bureau of Public Health Nurs- 
ing, City Health Department, 125 Worth Street, 
New York 13, N. Y. 


SUPERVISOR OF NURSES and STAFF NURSE: 
salary for supervisor $4200-$4500 depending on 
qualifications and experience, starting salary for 
staff nurse $3340; car furnished or liberal allowance 
granted if driving own car; pension system, vaca- 
tion, and sick leave. Contact Mr. Edward Peters, 
Acting Health Officer, City Hall, La Crosse, Wis- 
consin. 


Protessional Counseling and Placement Service of the 
AMERICAN NURSES’ ASSOCIATION 

FREE SERVICE FOR NURSES AND NURSE EM- 
PLOYERS; POSITIONS LISTED IN ALL FIELDS OF 
NURSING THROUGHOUT USA AND TERRITORIES. 

Consult your State Nurses’ Association if a State 
PC & PS has been established. Otherwise consult the 
office of the PC&PS of the ANA at 8 South Michigan 
Avenue, Chicago 3, Illinois. 


VISITING NURSE BAG 


This Seal Grain Cowhide Leather Lined 
Bag is the accepted standard of visiting 
nurses throughout the world. 


Equipped with lining that is removable, 
either white washable or black rubber. 


Write for details and prices 


ERPENBECK & SEGESSMAN 
417 N. State St. Chicago 10, Ill. 
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Clearing the Shelves! 


If you’ve missed securing copies of 
the reprints listed below here is your 
chance to get them at the reduced price 
of $1 for a special packet of twenty-four. 


A Dna Changes Its Sterilization Technics 

An Automobile Plan for Nurses 

An Optimum School Health Program 

Bellevue Hospital’s Home Care Transfer Program 

Breast Self-Examination 

Changing Maternity Service in a Changing World 

Changing Maternity and Newborn Care in the 
Hospital 

Children Get Cancer Too! 

Educational Planning by the 
Nurse 

Facilities for Health in Public School Buildings 

The Griffin Plan 

The Nurse Mental Health Consultant 

The Nurse’s Part in School Health Recording 

Part-time Nursing Services to Small Industrial 
Plants 

Practical Nurses—Of Course We Employ Them! 

Public Health Aspects of Organic Solvents 

The Seattle Nursing Merger 

Shall We Teach Them All To Fly? 

Supervising the Practical Nurse 

Their Score is Below Par: A Challenge to Nurses 

The Wetzel Grid 

We Held a Tuberculosis Work Conference 

The Public Health Nurse and School Health 

The Nurse in the Industrial Field 

NATIONAL ORGANIZATION FOR 
PusLic HEALTH NURSING 
2 Park Avenue, New York 16, N. Y. 


Public Health 


I enclose $ for packets of reprints 
listed above. Mail them to me at address below: 
Name 
Address 
Town Zone State 


(Note: Single copies of some of these reprints 
originally were offered to Nopun members free of 
charge. We are sorry that we cannot repeat this 
offer at this time.) 


PUBLIC HEALTH NURSES: generalized family 
and community program, including school health; 
$3,527-$4,005 a year; training program open to grad- 
uate nurses, 20 to 30 years, $3,268-$3,541 a year, 
trainees take academic work at university while gain- 
ing paid experience in field; 40-hour week; liberal 
vacations and sick leave; pensions; educational leave ; 
inservice training. Apply to Detroit Civil Service 
Commission, 735 Randolph Street, Detroit 26, Mich- 
igan. 


PUBLIC HEALTH NURSES: 2 positions open 
immediately ; generalized program, emphasis on service 
to family, promotion of community participation ; 
rural county, towns, villages, and farm community, 
population 40,000; salary $3,000 to $3,400 with 
stated increments; 5-day week; 4 weeks vacation; 
Social Security; car for work available for adjust- 
ment period. Write to Director, Eaton County 
Health Department, Box 190, Charlotte, Michigan. 


PUBLIC HEALTH NURSE: generalized program 
in newly organized county health department in 
rural area of Northern California; salary $300 a 
month with $100 a month travel allowance; 3 weeks 
vacation with pay; retirement system. Write to 
Director of Public Health Nursing, Mendocino 
County Department of Public Health, 880 North 
Bush Street, Ukiah, California. 


GRADUATE REGISTERED NURSE: public health 
training desirable; immediate opening; salary $2,500; 
car furnished; vacation and sick leave; 5'%-day 
week. Write to Mrs. Joel Miller, Thomaston Nurse 
Association, Thomaston, Maine. 


PUBLIC HEALTH NURSES: generalized program 
in suburban area; staff education and student pro- 
gram; 5-day week; vacations; sick leave; retirement 
benefits. Write to Jack H. Foster, Personnel Direc- 
tor, The Court House, Arlington, Virginia. 


PUBLIC HEALTH NURSE: generalized program in 
city health department; salary $295 to $345; 5-day 
week; paid vacation; sick leave; retirement; car 
furnished; registration in California as RN and PHN 
and driver’s license required. For further details 
write to Fannie Warncke, Director of Nursing, City 
Hall, Oakland, California. 


Buy 


SECURITY 
BONDS 


You 
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HOPKINS 
NOPHN 
STYLE 
UNIFORMS 


—SIZES— 
NOPHN _ and 
COAT STYLE 

DRESSES 
9-15 Junior 
10-20 Misses 
38-46 Women 
Poplin 

only 


Hopkins Uniform Co. 


107 W. FAYETTE STREET, BALTIMORE 1, MD. 


NOPHN Style — 
in SEERSUCKER 


Shown here—in Galey 


ana Lord “Cramerton 


” 


Seersucker. 


Berets and 
O’Seas Caps 


$2.00 


Matching seersucker 
in small, medium and 
large sizes. 


Also available in: 


Pima Broadcloth 


$10.50 
Poplin 
$8.45 
Nylon Taffeta 


(special price) 


$12.75 


Also in 
COAT STYLE 


DR ESS 
$8.45 


Seersucker models 
offered in short 
sleeves only. 


Also. available in: 
Pima Broadcloth 
10.50 


Poplin 
$8.45 


Nylon Taffeta 
(special price) 


$12.75 


Water Repellent 
COATS 
with 
Detachable Hood 


In fair weather or foul, 
the ideal coat for those 
chilly days. Navy Blue 
Rayon Gabardine with 
matching full rayon 
lining. Worn belted in 
front, all around, or 
without any belt. Full 
cut. In stock sizes 
8 to 20. 


$19.50 


Uniferme for Women 


New York Office: Room 811 
1 Union Square, West 


Get Luality 


- You'll add extra comfort to 
your career . . . the moment 


you add these crisp, figure- 


flattering dresses to your 
uM wardrobe! Each is splendidly 
tailored in the newest length 


and fullness. Both are made 
of finest, specially selected 


ER Blue - and - White - Striped 
ERS Combed Yarn Seersucker. 
Order now! These sensation- 


ally low BRUCK’S prices will 
save you many dollars. 


PUBLIC HEALTH STYLE 910 


Professionally correct, won- 
drously wearable; 7-gore, $8 50 


fly-front skirt; action back; 
blue buttoned waist. Sizes 
10-20, 40-46. Only 


Matching NOPHN STYLE 920 


BERET or CAP Brilliantly crafted for endur- $ 95 4 
$1.50 each ing loveliness. Carefully pro- i # A 
Small, Medium, portioned to ensure perfect “i 


fit. Sizes 10-20, 40-46. Still 


Large 
VISIT OUR SHOPS ( MAIL ORDERS $90 
NEW YORK e@_ PITTSBURGH — Dept. PH-6 


IMMEDIATE DELIVERY 387 Fourth Avenue 


DETROIT CHICAGO 
New York 16, N. Y. 


ERIC 


